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child and Adolescent Psychiatric 
Emergencies: Mobile Crisis Response 
J O N A T H A N B. S I N G E R 
This chapter describes the appl ica t ion o f Roberts's (2005) seven-stage crisis 
intervention mode l (R-SSCIM) and Myer ' s (2001) tr iage assessment mode l 
to youth experiencing a psychiatr ic crisis, defined as a suic idal , h o m i c i d a l , 
or actively psychotic episode. A l t h o u g h most ch i ld ren have their first contact 
w i th mental heal th services d u r i n g a crisis (Burns, H o a g w o o d , & M r a z e k , 
1999), there is relatively l i t t l e research on crisis in te rven t ion , and almost 
nothing w r i t t e n on mobi le crisis response f o r ch i ld ren and adolescents 
(Singer, 2006) . T h i s chapter is an e f f o r t to bridge tha t gap by presenting three 
case studies o f y o u t h experiencing suic idal , h o m i c i d a l , or psychosis-driven 
crises. Th i s chapter provides a realistic descr ip t ion o f crisis in te rvent ion over 
the phone, i n schools, at home, i n the hospi ta l , and i n a you th homeless shel-
ter. The chapter includes a review diagnostic cr i ter ia f r o m the Diagnostic 
and Statistical Manual of Mental Disorders (DSM-5; A m e r i c a n Psychiatric 
Association, 2013) f o r three disorders tha t are c o m m o n l y f o u n d i n y o u t h 
experiencing psychiatr ic crises: depression, b ipolar , and schizophrenia spec-
t rum disorders. T h r o u g h o u t the chapter, dialogue is used to i l lustrate crisis 
assessment and behavioral and solut ion-focused in te rven t ion techniques. 
CASE STUDIES 
Nikki: Suicidal Youth with Bipolar Disorder 
On Tuesday morn ing , M r . Anderson, a school counselor at a local elemen-
tary school, called the Chi ld and Adolescent Psychiatric Emergency (CAPE) 
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team to request a suicide assessment. N i k k i , an 8-year-old female, had dra 
a picture of herself w i t h knives cutdng large pieces out of her body; blooH 
was spurt ing everywhere, and a man was standing to the side, laughin 
The counselor reported that N i k k i was wel l k n o w n in the principal's office 
because of her frequent outbursts and fights w i t h other children. Accordin 
to M r . Anderson, there were t w o previous incidents that caused concern fo^ 
N i k k i ' s well-being. 
The first crisis occurred 3 months earlier. M r . Anderson reports that dur-
ing recess, N i k k i was screaming at her classmates and stomping on the ground 
and refused to comply w i t h the teacher's requests. N i k k i reportedly picked up 
a rock and threw it at one of her classmates, grazing the student's shoulder 
The school responded as fol lows: N i k k i was restrained by school adminis-
trators and removed f r o m the playground. Her classmates were taken back 
to the classroom, and the wounded student received first aid. The parents 
of both N i k k i and the wounded classmate were called. School administra-
tors had separate conversations w i t h both parents. The school counselor was 
brought into the classroom to debrief the students. The zero-tolerance policy 
at N ikk i ' s school required her to be temporarily expelled to the alternative 
elementary school. Al though by law the school is not allowed to recommend 
mental health services to the parents, the school counselor mentioned that 
many children w i t h anger problems benefit f r o m counseling and provided the 
phone number fo r some local service providers. A f t e r a disruptive first week 
at the alternative school, N ikk i ' s behavior improved somewhat due to indi-
vidualized attention, structured classes, a no-ta lking policy, and weekly visits 
w i t h the on-campus psychologist. Upon Nikk i ' s return to her home school, 
the counselor again visited the classroom and provided a presentation to the 
students on what i t means to be a f r iend. N ikk i ' s behavior was somewhat dif-
ficult that first day, but the remainder of the week was wi thou t incident. 
The second crisis occurred 2 weeks prior to the current crisis. N i k k i 
reportedly refused to come in after recess. Her behavior escalated rapidly, 
going f r o m arguing, to yelling, to stomping her feet on the ground, to biting 
her arm. A t the first sign of self-injurious behavior, N i k k i ' s teacher called 
for backup and restrained N i k k i . D u r i n g the restraint, N i k k i smashed the 
back of her head into her teacher's face, bruising the teacher's jaw and enrag-
ing N i k k i even more. N i k k i was in restraints for approximately 10 minutes 
before her mother arrived. According to M r . Anderson, N i k k i ' s mother was 
" fu r ious" w i t h N i k k i and screamed at her to "qui t actin ' a f o o l . " Nikki 's 
behavior de-escalated rapidly. She was suspended for 2 days and taken 
home. The school fol lowed a similar protocol fo r dealing w h h Nikk i ' s class-
mates: The school counselor provided an in-service presentation, the teacher 
discussed the importance o f listening to teachers, and Nikk i ' s mother was 
again reminded that some children receive therapy services for this type of 
behavior. 
Today's crisis appeared to be different f r o m the previous t w o i n that N i k k i 
was not acting inappropriately. A f t e r conf i rming that N i k k i ' s parent had 
been contacted and was on the way, a crisis worker drove out to the school to 
do a crisis and suicide assessment. 
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Later i n the chapter I w i l l describe an appl icat ion o f Roberts's seven-stage 
model of crisis in te rvent ion , inc lud ing issues o f b u i l d i n g r appor t , compl i -
ance w i t h medica t ion , relapse, and developmental issues. 
Rolando: Actively Psychotic and Homicidal Youth 
At 8:55 p-m. the phone rang in the offices of the CAPE team. "Don ' t answer 
i t ," I said to my coworker, K i m . "The on-call sh i f t starts i n 5 minutes. I f you 
pick up, we might be here for hours. Let the on-call person take i t . " K i m 
reminded me that she was the on-call worker fo r the night. I agreed to stick 
around and help out i f needed. K i m had done the same for me many times; 
that was part of the deal when work ing as a team. The call was f r o m Lupe, 
a mother who was well k n o w n to the CAPE team s t a f f Her 16-year-old son, 
Rolando, had been diagnosed w i t h schizophrenia after his first hospitaliza-
tion 2 years earlier. Tonight w o u l d begin the family 's t h i rd involvement w i t h 
mobile crisis services. 
The t w o previous hospitalizations were very similar to each other. Prior 
to each hospitalization, Rolando stopped taking his medication, decompen-
sated, threatened to k i l l his brother, and was brought to the hospital by the 
mental health deputies f r o m the sheriff 's department. Because of fund ing 
restrictions, Rolando stayed 6 days for his first hospitalization and 4 days fo r 
the second. Both times he was admit ted to the adolescent uni t , placed in an 
observation room fo r 24 hours, and screened for suicide every 15 minutes. 
After 24 hours wi thou t indicating harm to himself or others, he was placed 
in a private room w i t h 15-minute checks. He participated i n group therapy 
on the f o u r t h , fifth, and s ixth days. 
According to hospital records, Rolando described an increase in auditory 
and tactile hallucinations start ing at age 13. He reported that they started to 
bother h i m when he was 14, but he knew they were not real, and therefore 
he did not mention them to anyone. His tactile hallucinations were relatively 
infrequent, but when present, they consisted of feeling small insects trapped 
under his skin. The voices (outside of his head, unrecognizable, and neither 
male nor female) to ld h i m to k i l l his brother. Occasionally he w o u l d hear 
people laughing at h i m . He reported d i f f i cu l ty concentrating in class, getting 
into fights w i t h classmates, and being easily overwhelmed. A f t e r the s ixth 
day at the hospital, despite continued reports of hearing voices, he was dis-
charged to the CAPE team and the care of the agency's psychiatrist. 
Tonight Lupe reported that Rolando and his 13~year-old brother were 
arguing and pushing each other. Lupe was a f ra id that the violence might 
escalate. For the past 2 days, Rolando has been tormented by command hal-
lucinations tell ing h i m to k i l l his brother. Rolando and Hector got into a fist-
fight on the previous night. Today Rolando stayed home f r o m school. Lupe 
threatened to cal l the police i f Rolando did not re turn to school tomorrow. 
Rolando trashed his room and told Lupe that he hoped she died. Soon after 
that. Hector threw a p i l l ow at Rolando and told h i m to shut up. According 
to the client record, two to three times a year Rolando becomes actively 
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psychotic and attempts to k i l l his brother. I t sounded like tonight was turn-
ing into another one of those nights, but potential ly worse. According to 
Lupe, Rolando was accusing everyone in the house of t r y ing to k i l l him. 
Lupe reported that she did not remember Rolando ever being convinced of 
his paranoia before. 
Rolando's case provides an o p p o r t u n i t y to i l lustrate Roberts's seven-stage 
model o f crisis in tervent ion (2006) and Myer ' s tr iage assessment model 
(2001). The case study w i l l i l lustrate and discuss t reatment i n a hosphal set-
t i n g and i n the home. The case w i l l also address challenges and rewards of 
w o r k i n g w i t h h igh ly c o n f l i c t u a l fami l ies . Solut ion-focused techniques w i l l 
be integrated w i t h family-centered t reatment . F ina l ly , c u l t u r a l issues w i l l be 
presented and integrated in to the case study. 
Brandon: Runaway Youth With Depression 
O n Sunday af ternoon, the 24-hour crisis hotline received a call f r o m staff at 
the local youth shelter. A 15-year-old male named Brandon had checked in 
to the shelter that morn ing after a 4-day, 30-hour bus ride f r o m California. 
He to ld the staff that i f they called the police, he w o u l d r u n away and did 
not care i f he lived or died. The shelter supervisor stated that homeless youth 
were allowed to stay 24 hours before the police were called, unless parental 
consent could be obtained. Based on Brandon's statements, the supervisor 
requested a suicide assessment. 
Al though this was the f i rs t t ime Brandon had r u n away f r o m home, 
he and his mother were homeless unt i l he was 11 years old. Dur ing those 
years, his mother w o u l d find temporary housing w i t h men w h o m she would 
befriend. Some of these men physically and/or sexually abused Brandon. 
Brandon attended 40 schools before dropping out in the eighth grade. He 
was of ten popular in school but never sustained friendships as a result of 
frequent moves. 
The CAPE team and the youth shelter had a symbiotic relationship. The 
CAPE team w o u l d provide crisis assessments for youth at the shelter who 
were suicidal or psychotic. I n re turn , the shelter provided respite for youth 
who presented at the CAPE team in crisis p r imar i ly due to conflict i n the 
home. I f the child was between the ages of 14 and 17, a low risk for suicide 
outside of the home but high risk for suicide i n the home, the shelter would 
agree to provide temporary respite (up to a week) w i t h signed parental con-
sent. The shelter accessed CAPE services approximately twice a month, and 
CAPE used the shelter three to four times a year. The collaboration between 
the t w o agencies created a safety net for adolescents who were not appropri-
ate for hospitalization but whose families lacked the coping skills to prevent 
an escalation of violence. The respite enabled the CAPE team to provide 
crisis intervention to the fami ly and adolescent in the shelter. 
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The case example o f Brandon illustrates the complex i ty o f w o r k i n g w i t h 
a runaway adolescent. A c c o r d i n g to 1800runaway.org ( N a t i o n a l Runaway 
Safeline, 2014), on any given n igh t there are 1.3 m i l l i o n runaway or home-
less you th i n the U n i t e d States. L i k e Brandon , nearly 1 i n 6 homeless y o u t h 
report a h is tory o f sexual assault p r i o r to leaving home, and 7 5 % of home-
less you th have dropped out or w i l l d rop out o f school ( N a t i o n a l Runaway 
Safeline, 2014). The case appl ica t ion w i l l h igh l i gh t challenges to b u i l d i n g 
rapport w i t h y o u t h w h o are i n crisis in pa r t because they have poor re la t ion-
ships w i t h adults. Th i s case study w i l l also h igh l igh t the role o f technology 
and social media i n crisis w o r k . 
A l t h o u g h the details o f Brandon's crisis d i f f e r f r o m Rolando's and 
N i k k i ' s , a l l three o f these cases i l lustrate h o w R - S S C I M (Roberts & Ottens , 
2005) can help the crisis worke r provide effective and t imely crisis interven-
t ion. For the y o u t h i n the case studies, f a i lu re to provide t imely crisis inter-
vention cou ld result i n death. Spoiler alert: Because this is a t ex tbook , no one 
dies. But no t a l l y o u t h i n crisis are fo r tuna te enough to be case examples i n 
a crisis in te rvent ion handbook . Before they were cases i n a t ex tbook , N i k k i , 
Rolando, and Brandon were y o u t h o n the author 's caseload. The interven-
tions and techniques are d r a w n f r o m the author 's experiences. Rationales 
for w h a t to do and w h y , as w e l l as i l lustrat ive dialogue, are p rov ided . 
Roberts (2005) defines crisis as "a pe r iod o f psychological d isequi l ib-
r i um, experienced as a result o f a hazardous event or s i tua t ion tha t const i-
tutes a s ignif icant p rob l em that cannot be remedied by using f a m i l i a r cop ing 
strategies" (p. 11). The role o f a mobile crisis unit is to provide crisis assess-
ment and in te rven t ion to people ou t i n the c o m m u n i t y . The goal o f a crisis 
assessment is to i d e n t i f y the event or s i tua t ion tha t precipi tated or tr iggered 
the crisis. The goal o f crisis intervention is to restore clients (either i n d i v i d -
ual or f a m i l y ) to their precrisis state o f f u n c t i o n i n g . Some have argued tha t 
effective crisis resolut ion can have as its goal to leave the client i n a better 
place t h a n p r io r to the onset o f the crisis (see Chapter 3 i n this volume) . But 
what i f precrisis f u n c t i o n i n g was barely f u n c t i o n i n g at all? W h a t i f , p r i o r to 
the precipi ta t ing event, the client experienced hal luc inat ions , delusions o f 
grandeur, chronic l ow- r i sk suicidal ideat ion, or h o m i c i d a l ideation? I n these 
situations, crisis in te rvent ion needs to first resolve the immedia te crisis and 
then p lan f o r ongoing t reatment o f the under ly ing psychopathology (Singer, 
2006) . The presence of a serious menta l illness can make crisis in te rvent ion 
more complicated. A n effective crisis w o r k e r should be f a m i l i a r w i t h the 
symptoms and typ ica l presentat ion o f psychiatr ic disorders tha t can increase 
vulnerabi l i ty to crisis, such as depressive, bipolar , and schizophrenia spec-
t r u m disorders (Amer ican Psychiatric Associa t ion, 2013). These diagnoses 
are br ief ly reviewed so tha t the crisis worke r can have a superf icial under-
standing o f the symptoms and be aware o f w h a t factors must be considered 
when m a k i n g referrals f o r postcrisis t reatment . 
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I n this chapter, I l ook at mobi le crisis in te rvent ion w i t h the 2 0 % of youth 
w h o have a serious menta l illness, defined as any emot iona l , behavioral, or 
menta l disorder tha t severely disrupts the youth's da i ly f u n c t i o n i n g at home, 
at school, or i n the c o m m u n i t y (Mer ikangas et a l . , 2010) . T h e chapter moves 
f r o m an overview of the s t ructure o f mobi le crisis in te rvent ion and agency 
considerations, to a review o f y o u t h psychopathology and the state of the l i t -
erature on outpat ient crisis in te rven t ion services f o r y o u t h . F o l l o w i n g a brief 
explanat ion o f R - S S C I M and Myer ' s (2001) tr iage assessment model , three 
case studies are used to i l lustrate the appl ica t ion o f the models. 
AGENCY CONSIDERATIONS 
A l t h o u g h various model programs exist (e.g., Ea ton & E r t l , 2000 ) , the orga-
n iza t ion and s t ructure o f mobi le crisis services w i l l change depending on 
state and local requirements. I n A u s t i n , Texas, mobi le crisis services were 
provided t h r o u g h the loca l c o m m u n i t y menta l heal th agency, where the 
author was employed between 1996 and 2 0 0 2 . F r o m 1996 to 1999, the 
author provided mobi le crisis response services to approximate ly 250 chi l -
dren and fami l ies per year and averaged five crisis assessments per week. 
C h i l d r e n were eligible f o r services i f they were under the age o f 18 and either 
had no insurance or received M e d i c a i d or coverage under the Children's 
H e a l t h Insurance Plan ( C H I P ) and were i n crisis. A c h i l d was said to be in 
crisis i f he or she was suicidal , h o m i c i d a l , or actively psychotic. Chi ldren 
covered under private insurance were t r iaged over the phone and then 
referred to the i r insurance provider or t o l d to call 911 i f r isk was emergent. 
M o b i l e crisis in te rven t ion is one o f a number o f services that make up 
the social service safety net. Services range i n intensi ty f r o m least restric-
tive (outpatient specialty menta l heal th services such as those discussed in 
this chapter) to most restrict ive ( inpatient hospitals and residential treatment 
centers; (Schoenwald, W a r d , Henggeler, & R o w l a n d , 2 0 0 0 ; Wilmshurs t , 
2002) . Table 11.1 provides an example of the continuum of care that was 
available to ch i ld ren and fami l ies i n A u s t i n , Texas, when the y o u t h described 
i n this chapter were receiving services. I f the purpose o f crisis in tervent ion is 
to restore f u n c t i o n i n g , then there must be services beyond crisis intervention 
to m a i n t a i n tha t f u n c t i o n i n g . For ch i ld ren and famil ies i n crisis, a single 
session or episode of crisis in te rvent ion w i l l no t result i n long- term change. 
Longer - te rm services are needed to address the dynamics tha t produced the 
crisis. Unfo r tuna t e ly , i n 2010, fewer t h a n h a l f (45%) of you th w h o met cr i -
teria f o r a D S M - 7 V disorder i n the past year used menta l health services 
(Green et a l . , 2013) , and surpr is ingly, y o u t h w i t h more severe symptoms 
were not more l ike ly to use services (Mer ikangas et a l . , 2010) . Accord ing to 
the Substance Abuse and M e n t a l H e a l t h Services A d m i n i s t r a t i o n (2010), i n 
2 0 0 9 , 2 . 9 m i l l i o n (12%) y o u t h aged 12 to 17 received specialty mental health 
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t reatment or counseling f o r emot iona l or behavioral problems. The most 
l ikely reason f o r receiving services i n the past year was feel ing depressed 
(46 .0%) , f o l l o w e d by having problems w i t h home or f a m i l y (27.8%), break-
ing rules and "ac t ing o u t " (26.1%), and t h i n k i n g about or a t tempt ing sui-
cide (20 .7%). A d d i t i o n a l l y , 2.9 m i l l i o n (12%) y o u t h received menta l health 
services i n an educat ion set t ing, as d i d 603 ,000 y o u t h (2 .5%) i n a general 
medical sett ing and 109,000 you th (0.4%) i n a juvenile justice setting. 
W i t h i n the author's agency, the t w o programs tha t w o r k e d most closely 
together were the C A P E team and the Fami ly Preservation Program (FPP). 
A f t e r the C A P E team prov ided intensive crisis s tabi l iza t ion services, FPP 
w o u l d provide sl ightly less intensive communi ty-based family-centered ser-
vices. FPP workers w o u l d provide services wherever the client and f ami ly 
w o u l d most benefit: homes, schools, juvenile detent ion faci l i t ies , or hos-
pi tals . Evans et al . (2003) repor t success using an intensive in-home cr i -
sis service s imi lar to the FPP. They repor t tha t more t h a n 75% of children 
enrol led i n their programs were ma in t a ined i n the c o m m u n i t y . This is sig-
n i f i can t because, by d e f i n i d o n , ch i ld ren entering FPP programs are at risk 
f o r removal f r o m the home. Because the purpose o f the mobi le crisis uni t 
was to provide crisis in te rvent ion w i t h the in ten t ion o f keeping chi ldren out 
of the hospi ta l and i n their homes, the ava i lab i l i ty o f a local FPP provided a 
logical referra l a long the c o n t i n u u m of care. 
The c o n t i n u u m of care extended to programs outside of the agency. 
M o b i l e crisis workers f o r ch i ld ren and adolescents had regular contact w i t h 
a number o f agencies. Some agencies were service recipients, others were 
services providers , and some were b o t h recipients and providers. Recipient 
agencies included the loca l homeless shelter f o r y o u t h , the school system, 
and the juvenile detent ion fac i l i ty . Provider agencies were l aw enforcement 
and emergency medica l assistance. Developing a w o r k i n g relationship w i t h 
l aw enforcement is manda to ry whenever i nvo lun ta ry hospitalizations are 
pa r t o f the job . B o t h the A u s t i n Police Depar tmen t and the Travis County 
Sheriff 's Depar tmen t had menta l heakh units s taffed by officers w h o were 
specifically t ra ined i n mental hea l th issues. Hospi ta ls bo th received and pro-
vided services: They provided most-restr ict ive environments f o r clients who 
were unable to be safe i n the c o m m u n i t y , and they received services through 
a special agreement. I n the latter, agency workers w o u l d provide co-therapy 
w i t h the hospi ta l s taf f , a t tend discharge s taff ings , and coordinate services 
between the hospi ta l and the client's f ami ly . 
PSYCHIATRIC DISORDERS 
One of the cornerstones o f crisis theory is tha t crisis is universal; anyone 
can be i n a s i tua t ion tha t overwhelms his or her usual coping strategy 
(L indemann , 1944). A k h o u g h the experience o f crisis m i g h t be universal, 
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the diathesis-stress model suggests tha t people w h o start out w i t h fewer cop-
ing strategies (because o f emot iona l or behavioral problems, f o r example) 
are more l ike ly to have a poorer response to stressful si tuations and are 
therefore more vulnerable to go ing in to crisis (Coyne & Downey , 1991). 
Crisis workers need to evaluate the precrisis menta l health o f the y o u t h 
so tha t appropriate modi f i ca t ions to the crisis in te rvent ion can be made. 
Fami l i a r i ty w i t h the most c o m m o n psychiatr ic disorders w i l l better prepare 
crisis workers to meet the needs o f ch i ld ren and adolescents w i t h a preexist-
ing psychiatric disorder. We br ie f ly review depressive, bipolar , and schizo-
phrenia spectrum disorders, three disorders tha t play a pa r t i n the lives o f 
the ch i ldren in the case studies. The reader should note tha t a l though our 
review is based o n DSM-5 c r i ter ia , the you th i n this chapter were diagnosed 
under the previous ed i t ion o f the DSM (APA, 2000) . For a more tho rough 
discussion o f these disorders, the reader is encouraged to consult the cur-
rent version of the Diagnostic and Statistical Manual of Mental Disorders 
(American Psychiatric Associa t ion , 2013) or a current abnorma l psychology 
textbook (e.g. B a r l o w & D u r a n d , 2014). 
Depressive Disorders 
M o o d disorders are present i n 8 0 % of adolescents w h o a t tempt suicide and 
in 6 0 % of adolescents w h o die by suicide (Brent, Pol ing, & Golds te in , 2011). 
Approx imate ly 1 1 % of adolescents w i l l experience persistent depressive dis-
order (dysthymia; [DSM-5 code: 300.4]) or a ma jo r depressive episode before 
adukhood, w i t h gir ls r epo r t i ng depressive symptoms nearly three t imes as 
often as boys (12 .4% vs. 4 . 3 % ; Mer ikangas et a l . , 2010) . Rates o f m a j o r 
depressive disorder [DSM-5 code: 2 9 6 . x x ] increase s igni f icant ly between 
the ages o f 13 and 16, f r o m 4 % to 11 .6%, respectively (Substance Abuse 
and M e n t a l H e a k h Services A d m i n i s t r a t i o n , 2010) . You th w i t h s ignif icant 
depressive symptomology are more l ike ly to engage i n se l f -harming behav-
iors such as cu t t i ng and b u r n i n g (also called nonsuic idal se l f - in jury) , have 
d i f f i c u l t y developing and m a i n t a i n i n g prosocial interpersonal relat ionships, 
are more l ike ly to p e r f o r m poor ly i n academic and w o r k settings, and are 
more l ike ly to abuse i l l i c i t substances. A p p r o x i m a t e l y 4 0 % of you th meet 
criteria f o r more t h a n one class o f disorder (i.e., anxie ty , behavior, m o o d , or 
substance use disorder; Mer ikangas et ak, 2010) . C o m o r b i d depression and 
substance use increase r isk f o r h igh- le tha l i ty suicide attempts among you th 
both w i t h (Jenkins, Singer, Conner, Ca lhoun , & D i a m o n d , 2014) and w i t h -
out (O 'Br ien & Berz in , 2012) a h i s to ry o f nonsuicidal se l f - in jury . 
Bipolar Disorder 
Prior to DSM-5, b ipo la r disorder was considered a type o f depressive dis-
order. However , b ipolar disorder is a stand-alone category i n DSM-5 
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(Amer ican Psycliiatric Associa t ion , 2013) , i n pa r t due to research that found 
tha t the presence of manic symptoms among people w i t h depression is not 
always synonymous w i t h b ipo la r disorder. Th i s is pa r t i cu l a r ly t rue among 
ch i ld ren , f o r w h o m rap id m o o d swings and extremely h i g h levels of energy 
can be a t t r ibu ted to causes other than mania . Bipolar disorder is character-
ized by episodes o f b o t h man ia and depression. Bipolar I disorder [ (DSM-5 
code: 2 9 6 . x x ) requires a m a j o r depressive episode and a manic episode 
w i t h elat ion/euphoric or i r r i t ab le m o o d and persistently increased activ-
i t y or energy levels. B ipo la r I I disorder (DSM-5 code: 296.89) requires a 
ma jo r depressive episode and a less severe f o r m of man ia called hypomania. 
A l t h o u g h b ipolar I I was o r ig ina l l y t hough t o f as a less severe f o r m of bipolar 
disorder, people n o w recognize tha t the presence of longer- term m i l d mania 
w i t h depression causes a s imi la r degree o f f u n c t i o n a l impa i rmen t as bipolar 
I . Fur thermore , a recent study suggested tha t the new DSM-5 cri teria w i l l 
result i n rates o f diagnosis f o r b ipolar I I that are s imi la r to those f o r bipolar 
I (Phil l ips & Kupfer , 2013). 
A p p r o x i m a t e l y 3% of y o u t h meet c r i te r ia f o r l i f e t i m e prevalence of 
b ipo la r I or I I disorder (iVIerikangas et a l . , 2010) . Rates more t h a n double 
between age 13 (1 .9%) and 17 (4 .3%) . Females are s l igh t ly more l ikely 
to meet c r i te r ia (3 .3%) t h a n males ( 2 . 6 % ) . Risk f o r developing bipolar 
disorder is p r i m a r i l y genetic. Y o u t h w i t h a parent or s ib l ing w h o has bipo-
lar disorder are up to six t imes as l i k e l y to develop the disorder as are 
y o u t h w i t h no f a m i l y h i s to ry o f b ipo la r disorder (Nurnbe rge r & Foroud, 
2 0 0 0 ) . H a l f o f a l l cases o f b ipo la r disorder s tar t before age 25 (Kessler 
et ak , 2005 ) . 
Schizophrenia Spectrum Disorder 
A p p r o x i m a t e l y 1 % of people w o r l d w i d e meet cr i ter ia f o r schizophre-
nia {DSM~5 code: 295.90) , but rates f o r schizophrenia i n y o u t h have not 
been established ( M c C l e l l a n , Stock, & A m e r i c a n Academy of C h i l d and 
Adolescent Psychiatry [ A A C A P ] Commi t t ee on Q u a l i t y Issues [ C Q I ] ) , 2013). 
The first psychotic episode f o r most males is i n their early- to mid-20s , and fo r 
females i n their late 20s (APA, 2013) . A c c o r d i n g to the A m e r i c a n Academy 
of C h i l d and Adolescent Psychiatry ( M c C l e l l a n et a l . , 2013) practice param-
eters, providers should use DSM-5 adul t cr i ter ia to diagnose and guide treat-
ment f o r y o u t h w h o meet cr i ter ia f o r schizophrenia. S t ruc tured diagnostic 
interviews are recommended. W h e n in t e rv i ewing ch i ld ren younger than 
12 , providers should assess f o r psychotic symptoms w i t h i n a developmen-
t a l context . Specifically, providers should c l a r i f y tha t "bizarre t h i n k i n g " or 
accounts of seeing or hear ing things tha t others do n o t see or hear are dif-
ferent f r o m developmental ly appropriate fantasy or d i f f i c u l t y dist inguish-
i n g inner voices f r o m distressing hal lucinat ions . Ind iv idua l s experiencing 
t rue psychosis t yp i ca l l y repor t symptoms as confus ing , distressing, and 
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beyond their con t ro l . C r i t e r i on A symptoms are the same i n DSM-IV-TR 
as i n DSM-IV (delusions, ha l luc ina t ions , disorganized speech, grossly dis-
organized or catatonic behavior, and negative symptoms). I n DSM-5, how-
ever, at least t w o of the five symptoms must be present f o r at least 1 m o n t h 
(rather than just one i n DSM-IV-TR), and one o f the t w o must be delusions, 
hal lucinat ions , or disorganized speech (APA, 2013) . Youth-specif ic cr i ter ia 
include a ru le out o f aut ism spec t rum disorder and the acknowledgment 
that y o u t h m i g h t never have achieved an age-appropriate level o f f u n c t i o n -
ing p r io r to onset o f symptoms. Treatment o f schizophrenia requires a m u l -
t i m o d a l approach, inc lud ing case management, crisis in te rvent ion , skills 
t r a in ing , ant ipsychotic medica t ion , educat ional support , social support , 
and f a m i l y therapy ( M c C l e l l a n , Stock, & A m e r i c a n Academy o f C h i l d and 
Adolescent Psychiatry Commi t t ee o n Q u a l i t y Issues, 2013; R o t h & Fonagy, 
2005; Sch immelmann , Schmidt , Ca rbon , & Cor re l l , 2013). I n this chapter, 
the acute psychotic episode is synonymous w i t h a crisis state (a l though the 
reverse is no t t rue) . T h e necessity f o r medica t ion as a p r i m a r y means o f crisis 
s tabi l izat ion different iates an acute psychotic episode f r o m the t r ad i t i ona l 
def in i t ion o f a crisis state. 
The authors o f DSM-5 r i g h t l y p o i n t ou t tha t people w i t h schizophre-
nia are more f requent ly v i c t i m i z e d t h a n ind iv idua ls i n the general popula-
t ion . T h a t said, crisis workers o f t e n come in to contact w i t h people w i t h 
schizophrenia w h e n there is r i sk o f violence ( toward self or others). The case 
study of Rolando presented i n this chapter is an example o f r i sk f o r v i o -
lence. People w i t h schizophrenia disorders are at h i g h r i sk f o r suicide, w i t h 
the suicide rate among people w i t h schizophrenia being approximate ly 44 .5 
times the na t iona l suicide rate (579 vs. 13 per 100 ,000; H o r & Taylor , 2010; 
Drapeau & M c i n t o s h , 2014). To place this number i n context , the leading 
cause o f deatlr i n the U n i t e d States is heart disease, w i t h a rate o f 191 per 
100,000 (Drapeau & M c i n t o s h , 2014). Bennett and colleagues (2011) f o u n d 
that people w i t h schizophrenia "are s igni f icant ly more l ike ly t h a n those i n 
the general c o m m u n i t y to c o m m i t homicide offences" (p. 226) . A recent 
meta-analysis f o u n d tha t 3 8 . 5 % of a l l homicides c o m m i t t e d by people w i t h 
psychosis were c o m m i t t e d by people i n their first episode, p r io r to t reatment 
(Nielssen & Large, 2010) . Researchers have consistently f o u n d tha t when 
people w i t h schizophrenia disorders c o m m i t homicide offenses, the most 
l ikely v i c t i m is a f a m i l y member, specifically a f a m i l y member w h o lives i n 
the home (Es t rof f , Swanson, Lachicot te , Swartz, & Bolduc, 1998; Joyal , 
Putkonen, Paavola, & T i i h o n e n , 2 0 0 4 ; N o r d s t r o m & K u l l g r e n , 2003) . 
Family members are at pa r t i cu la r r i sk o f violence because they are the p r i -
mary caregivers o f people w i t h serious menta l illness, i nc lud ing schizophre-
nia disorders (Solomon, Cavanaugh, & Gelles, 2005) . Fur thermore , " A 
[family 's] lack o f knowledge and ab i l i t y to manage v io lent behaviors may 
exacerbate aggressive incidents, p u t t i n g the safety o f the entire f a m i l y u n i t 
at r i sk" (Solomon et ak, 2005 , p . 41). I n sum, people w i t h schizophrenia 
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spect rum disorders are more lilcely to be v io lent d u r i n g a first episode of 
psychosis and are more l ike ly to kUl a f a m i l y member than anyone else. 
Consequently, mobi le crisis workers have an ethical and professional obh-
gat ion to assess f o r b o t h suicide and homicide r isk and to provide f a m i l y 
members w i t h safety plans and referrals whenever symptoms o f schizophre-
nia are present, even when there person i n crisis does not display enough 
symptoms to meet cr i ter ia f o r diagnosis. 
R E S I L I E N C E AND P R O T E C T I V E 
FACTORS 
A l t h o u g h i t is necessary f o r crisis workers to be aware o f the symptoms and 
presentadon of psychopathology, any successful psychosocial intervention 
identif ies and builds on client strengths and resources. Th i s is par t icu lar ly 
t rue of crisis in te rvent ion . Crisis episodes are by de f i n i t i on t ime l imi ted . 
The support tha t a crisis w o r k e r provides is temporary , but the strengths 
and resources tha t clients b r ing to the table become the b u i l d i n g blocks for 
regaining precrisis f u n c t i o n i n g . A l t h o u g h anyone can experience a crisis, 
people w h o move out o f crisis states qu i ck ly can be thought o f as resil-
ient. Resilience was o r ig ina l l y conceptualized as something in te rna l to the 
i n d i v i d u a l . Mas ten , Best, and Garmezy (1990) give an " i n d i v i d u a l " def in i -
t i o n of resilience as "the process of , capacity f o r , or outcome of successful 
adapta t ion despite chal lenging or threatening circumstances" (p. 425) . They 
i d e n t i f y three circumstances tha t can demonstrate resilience: (a) overcoming 
the odds, (b) sustained competence under adversity, and (c) recovery f r o m 
t rauma. M o r e recently, resilience has been unders tood as resuking f r o m 
bo th i n t e rna l / i nd iv idua l and env i ronmenta l factors . M i c h a e l Ungar (2012) 
defines resilience as "a set of behaviors over t ime tha t reflect the interacdons 
between individuals and their environments , i n pa r t i cu la r the opportuni t ies 
f o r personal g r o w t h tha t are available and accessible" (p. 14). Behaviors 
tha t reduce risk f o r h a r m are considered protective factors ( K i n g , Foster, & 
Rogalsk i , 2013) . 
Technology, Psychiatric Assessment, and 
Crisis Intervention 
Accura te i d e n t i f i c a t i o n o f psychia t r ic disorders i n y o u t h t y p i c a l l y requires 
a c l i n i c a l in t e rv iew, observa t ion , and i n f o r m a t i o n f r o m f a m i l y members 
and col la tera l contacts such as teachers and p r o b a t i o n off icers to provide 
data on symptoms and f u n c t i o n a l i m p a i r m e n t . Sel f - repor t measures, and 
screening and diagnost ic tools are h e l p f u l bu t no t su f f ic ien t to accurately 
i d e n t i f y psychia t r ic disorders (Eack, Singer, & Greeno, 2008) . Given 
tha t noncrisis ou tpa t ien t menta l hea l th providers rare ly have the t ime or 
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t r a i n i n g to assess f o r and i d e n t i f y the var ie ty o f psychiatr ic disorders tha t 
are present i n people w h o access c o m m u n i t y men ta l hea l th , i t is unrea-
sonable to expect mob i l e crisis workers t o conduct a t h o r o u g h diagnost ic 
assessment w h i l e s imul taneously p r o v i d i n g crisis response. A n d yet, k n o w -
ing i f a person has a h i s to ry o f e m o t i o n a l or behaviora l disorders can help 
a crisis w o r k e r figure ou t i f t e m p o r a r y deficits i n cop ing ski l ls are due to 
the current crisis or are a f u n c t i o n o f p r i o r l ong - t e rm defici ts . There are 
several t echnology solut ions tha t can improve data co l l ec t ion f o r mob i l e 
crisis worke r s . 
Web-based appl ica t ions and m o b i l e devices such as smar tphones , t ab -
lets, and laptops make i t possible f o r m o b i l e crisis w o r k e r s to t r ave l w i t h 
advanced d iagnos t ic too ls i n a w a y t h a t was impossible o n l y a f e w years 
ago. One example o f a web-based se l f - repor t screening t o o l f o r y o u t h 
that holds promise f o r m o b i l e crisis response is the Behav io ra l H e a l t h 
Screen ( B H S ; G . D i a m o n d et a l . , 2010) . T h e BHS ident i f ies cu r r en t and 
past-year symptoms o f several d isorders , i n c l u d i n g t r a u m a , anx i e ty , 
depression, and substance use, as w e l l as behaviors such as su ic ida l ide-
at ion and a t t empt and n o n s u i c i d a l s e l f - i n j u r y . T h e database a u t o m a t i -
cally generates a r e p o r t f o r the p rov ide r o f s i gn i f i c an t symptoms and 
areas o f concern . There are several versions o f the t o o l , bu t the one tha t 
is most relevant f o r crisis w o r k e r s was developed f o r emergency depar t -
ments ( B H S - E D ; Fein et ak , 2010 ) . W h e n the f e a s i b d i t y and effects o f 
the B H S - E D were evaluated i n a busy u r b a n emergency depa r tmen t , 
researchers f o u n d t h a t y o u t h comple ted the B H S - E D i n a p p r o x i m a t e l y 
10 minutes and tha t i d e n t i f i c a t i o n o f psych ia t r i c p rob lems increased sig-
n i f i c a n t l y (Fein et a l . , 2010) . 
Technologies such as computer ized assessments and mobi le applications 
(apps), wide ly available secure high-speed Internet connections, and a f f o r d -
able hardware have started to change the delivery and use o f healthcare ser-
vices (Barak & G r o h o l , 2 0 1 1 ; Singer & Sage, 2015) . The use o f technology 
can be un in ten t iona l , such as t e x t i n g clients or using onl ine maps to i d e n t i f y 
local resources ( M i s h n a , Bogo, Roo t , Sawyer, & Khoury-Kassabr i , 2012) . 
There are also in ten t iona l telehealth and m H e a l t h in i t ia t ives , such as remote 
supervision and consul ta t ion and use o f mobi le apps to t rack psychiatr ic 
symptoms, and self-guided computer ized therapy to reduce depressive and 
anxiety symptoms and improve menta l heal th at a p o p u l a t i o n level (Elias, 
Fogger, McGuinness , & D'Alessandro, 2014; O k u b o y e j o & Eyesan, 2014; 
Powell et ak, 2013) . 
As the ava i lab i l i ty and use o f mobi le technology increase, so w i l l the 
possibilities f o r more comprehensive crisis assessment and in te rven t ion . For 
example, a l though not designed f o r mobi le crisis workers , the B H S , described 
earlier, cou ld be used i n the f o l l o w i n g way: A crisis worker cou ld travel w k h 
a tablet, connect to the BHS onl ine t h r o u g h a secure data connect ion , have 
the you th fill out the BHS onl ine , and then read the repor t . The data cou ld 
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then be used as pa r t o f the crisis assessment and in te rvent ion , or as pa r t of 
the p l ann ing process f o r postcrisis discharge and referrals. I n addi t ion to 
standardized assessments, the crisis worke r cou ld use a suicide prevention 
app l ike M Y 3 (my3app.org) to i d e n t i f y and mobi l i ze a suicidal youth's sup-
p o r t n e t w o r k or cou ld help clients address t rauma symptoms using the US 
government 's prolonged exposure therapy app (PE-Coach; w w w . t 2 . h e a l t h , 
mil/apps/pe-coach; A g u i r r e , M c C o y , & Roan , 2013; Elias et ak, 2014). As 
discussed later i n the chapter, technology use is widespread even among 
runaway and homeless y o u t h (Rice, K u r z b a n , & Ray, 2012; Wenzel et ak, 
2012) . A study conducted i n 2010 f o u n d that 6 2 % of homeless you th owned 
a cell phone, and 4 1 % used thei r phones to communica te w i t h fr iends and 
f a m i l y weekly (Rice et ak, 2012) . M o b i l e crisis workers can use the technol-
ogy tha t most y o u t h have i n their pockets—the mobi le phone—to encour-
age t ex t i ng , accessing heal thy social ne tworks , and connect ion w i t h others. 
Y o u t h w h o use onl ine social ne tworks to connect w i t h f r iends and f a m i l y 
at home are s igni f icant ly less depressed and anxious t h a n y o u t h whose p r i -
m a r y social connections are w i t h other homeless and runaway you th (Rice 
et ak, 2012) . For a more detailed review of technology and social services, 
see Singer and Sage (2015) and Barak and G r o h o l (2011). 
CLINICAL PRESENTATION: I S S U E S , 
CONTROVERSIES, ROLES, AND S K I L L S 
A l t h o u g h mobi le crisis in te rven t ion provides essential therapeutic ser-
vices to suic idal , h o m i c i d a l , or psychotic y o u t h (Evans, B o o t h r o y d , & 
A r m s t r o n g , 1997; Greenf ie ld , H e c h t m a n , & Tremblay, 1995; Gutstein, 
R u d d , G r a h a m , & Rayha, 1988; Henggeler et ak, 1999) and has demon-
strated s igni f icant financial savings by d ive r t ing y o u t h f r o m in-pat ient set-
t ings (Evans et ak, 2 0 0 1 ; Evans et ak, 2 0 0 3 ; Schoenwald et ak, 2000) , 
there is surpr i s ing ly l i t t l e research o n w h a t w o r k s and w h a t does not w o r k 
i n y o u t h psychiatr ic emergency services. Research on pedia t r ic mental 
hea l th has increasingly focused on the in tegra t ion o f men ta l and physical 
healthcare services and on the inf luence o f parenta l psychopathology on 
y o u t h menta l heal th ( H o a g w o o d et ak, 2012) . Research o n h o w to best 
w o r k w i t h y o u t h i n a suicidal crisis has focused p r i m a r i l y on interven-
t ions i n an emergency depar tment (Ginn is , W h i t e , Ross, & W h a r f f , 2013; 
Sobolewski , Richey, K o w a t c h , & Grupp-Phelan , 2013) or a c l in ica l lab 
set t ing (G. S. D i a m o n d et ak , 2010; Esposi to-Smythers, Spi r i to , Kahler, 
H u n t , & M o n t i , 2011). Ou tpa t i en t research has focused a lmost entirely 
on adults (Salkever, Gibbons , & R a n , 2014) or o n y o u t h w i t h substance 
use problems (Dembo , GuUedge, Rob inson , & Wi n t e r s , 2011). As a result, 
the recommendat ions i n this chapter derive f r o m the author 's experience, 
unless o therwise ci ted. 
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Roberts's Seven-Stage Model 
R-SSCIM provides an excellent f r a m e w o r k f o r o rgan iz ing i n f o r m a t i o n gath-
ered d u r i n g a crisis assessment. Four benefits to using Roberts's model are 
(a) i t provides a s t ructure w i t h i n w h i c h to organize data; (b) i t reminds the 
practi t ioner w h i c h i m p o r t a n t areas to cover; (c) i t a l lows pract i t ioners to 
spend their t ime and energy m a k i n g decisions about techniques, strategies, 
and skills they w i l l use; and (4) i t can be val idated and cr i t iqued f o r efficacy. 
W h e n crisis workers f o l l o w clear, defined protocols , there is less r o o m f o r 
ind iv idua l error and greater c o n t i n u i t y of services over t ime (e.g., d u r i n g a 
sh i f t change or w i t h the use o f relief workers) . 
Myer's Triage Assessment Model 
Myer's ( 2 0 0 1 ; M y e r , W i l l i a m s , Ot tens , & Schmidt , 1992) tr iage assessment 
model is a usefu l f r a m e w o r k f o r rap id assessment o f three domains o f f u n c -
t ioning: affect ive (emotional) , cogni t ive ( t h ink ing ) , and behavioral (actions). 
Each domain is assessed and rated on a 10-poin t scale, where 1 = no impa i r -
ment and 10 = severe impa i rmen t . The three scores are added together to 
provide an overal l severity ra t ing . The higher the r a t ing , the more impa i r ed 
the client. I n the affect ive d o m a i n , the crisis w o r k e r assesses the client's 
emotional reaction to the crisis based on three pairs o f emotions: anger/ 
hosti l i ty, anxiety/fear , and sadness/melancholy. I f more t h a n one pair o f 
emotions is present, the crisis worke r rates the emotions as p r i m a r y , sec-
ondary, or ter t iary . Accura te assessment o f the p r i m a r y emot ion and the 
severity o f i m p a i r m e n t is invaluable i n successful appl ica t ion of Roberts's 
f o u r t h stage: deal ing w i t h feelings and p r o v i d i n g support . For the cognit ive 
domain , the crisis w o r k e r assesses the client's percept ion o f h o w the crisis 
has affected, is a f f ec t ing , or w i l l a f fec t his or her physical , psychological , 
social, and mora l / sp i r i tua l l i f e . For the behavioral d o m a i n , the crisis w o r k e r 
assesses the client's behavioral react ion to the crisis. M y e r (2001) asserts 
that clients w i l l use one of three behaviors: approach, avoidance, or i m m o -
bi l i ty . Each can move the cl ient t o w a r d or away f r o m successful crisis reso-
lut ion . A c c o r d i n g to Meyer (2001), "Approach behaviors are either overt or 
covert attempts to resolve the crisis. Avoidance behaviors ignore, evade, or 
escape the crisis event. I m m o b i l i t y refers to behaviors tha t are nonproduc-
tive, disorganized, or self-defeating attempts to cope w i t h the crisis" (p. 30) . 
CASE STUDY 1: N I K K I 
Stage 1: Assessing Lethality 
W h e n assessing f o r l e tha l i ty , a crisis w o r k e r gathers data to determine 
whether the person i n crisis is at r i s k f o r h a r m . Fai lure to assess f o r l e tha l i ty 
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is b o t h a legal l i a b i l i t y and a f a i l u r e to p rov ide a profess ional service 
(Bongar & Su l l ivan , 2013) . Accura te assessment o f l e tha l i t y provides the 
crisis w o r k e r w i t h a so l id base f r o m w h i c h to move f o r w a r d w i t h the c r i -
sis i n t e rven t ion . A profess ional assessment ins t i l l s a sense o f confidence 
i n the cl ient . There are three par ts o f the l e tha l i t y assessment, a l though 
they are not sequential and , depending on the s i tua t ion , are no t equally 
weigh ted . T h e assessment o f se l f -ha rm is also k n o w n as a suicide assess-
ment . T h e crisis w o r k e r must de termine i f there is ideation ( thoughts about 
k i l l i n g oneself) , intent (desire to k i l l oneself) , and plan (when and how 
to k i l l oneself, i n c l u d i n g access to the means). D u r i n g the assessment of 
se l f -harm, the crisis w o r k e r must be c a r e f u l to avoid m e n t i o n i n g " h a r m " 
and " h u r t " w h e n assessing f o r suicide. The d i f ference between " I w a n t to 
h u r t myse l f " and " I w a n t to k i l l myse l f " is i m p o r t a n t . One suggests the 
i n f l i c t i o n o f p a i n to a sustained l i f e ; the other suggests the i n f l i c t i o n of 
p a i n to end a l i f e . T h e crisis w o r k e r w h o asks, "Have y o u had thoughts of 
h u r t i n g yourse l f?" m i g h t e l ic i t the verbal ized " n o " and the nonverbal ized 
" I have no i n t en t i on o f h u r t i n g any more t h a n I a l ready do. I w a n t to end 
m y p a i n and I p l an o n ending i t by k i l l i n g myself ." The crisis w o r k e r could 
instead ask, " D u r i n g a l l tha t has happened i n the past 24 hours , have you 
f o u n d yourse l f t h i n k i n g tha t y o u w o u l d be better o f f dead?" I n situations 
where r a p p o r t w o u l d be lost w i t h the immedia te ques t ion ing of suicide 
(e.g., assessment o f g r i e f ) , i t is appropr ia te to ease i n t o the suicide assess-
ment . T h e f o l l o w i n g br ie f example demonstrates one way of m o v i n g f r o m 
" h a r m " to " k i l l " : 
Crisis Worker: Have you had thoughts of hur t ing yourself? 
Client: N o . 
Crisis Worker: Have you thought of dying? 
Client: Yes. 
Crisis Worker: Have you thought of k i l l i n g yourself? 
Client: Yes. 
Crisis Worker: When? 
Client: This morn ing . 
Precise questions result i n accurate data. D e t e r m i n i n g suicide r isk is possible 
on ly w i t h accurate data (Shea, 2002) . 
I n many parts o f the U n i t e d States, mobi le crisis uni ts provide assess-
ment and in te rvent ion services to you th i n schools, but most school mental 
heakh professionals repor t fee l ing i l l -equipped to handle y o u t h experienc-
ing psychiatr ic crises (Al len et ak, 2 0 0 2 ; Erbacher, Singer, & Poland, 2015; 
Slovak & Singer, 2011). Because schools are the most i m p o r t a n t service 
site f o r the iden t i f i ca t ion , re fe r ra l , and provis ion o f menta l heal th services 
to school-age y o u t h i n the Un i t ed States (Green et ak, 2013) , mobile crisis 
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units can ensure tha t you th get the c l in ica l a t tent ion they need, regardless o f 
school personnel t r a i n i n g or resources. 
W o r k i n g w i t h ch i ld ren requires the crisis w o r k e r to use simple ianguage 
and concepts, as i n this example: 
Crisis Worker: H i , N i k k i , my name is Jonathan. You know what I do 
all day? 1 talk w i t h kids who say they are t h i n k i n g of 
k i l l i n g themselves. Some kids want to hur t or k i l l some-
one else. Others kids hear or see things that nobody else 
can hear or see. 
N i k k i : I ain't crazy like that. 
Crisis Worker: O h . So maybe I ' m in the wrong place. H o w embarrass-
ing (smile). W h y do you t h i n k I ' m here, then? 
N i k k i : (smiles) Because 1 drew that picture. 
Crisis Worker: You know, N i k k i , I t h i n k you're absolutely right about 
that. Before you tell me about the picture, I want to let 
you know that you can tell me almost anything and 
1 won ' t tel l anyone else. They w i l l be just between you 
and me. There are some things I have to tell your mom, 
or M r . Anderson. Can you guess what they are? 
The caseworker's tone is p l a y f u l , but the content is serious. By t u r n i n g the 
review of conf iden t i a l i t y ("There are some things I have to tel l your m o m " ) 
into a game, the caseworker demonstrates to N i k k i tha t he is speaking her 
language, the language of play ( G i l , 1991). Because play is the m a i n f o r m o f 
treatment f o r ch i ld ren under the age o f 12 , a bag o f a r t supplies (large sheets 
of paper, markers , crayons, colored pencils) is an invaluable t o o l f o r the 
mobile crisis worker . The caseworker takes out some sheets o f cons t ruc t ion 
paper and markers . N i k k i and the caseworker d r a w pictures as they t a lk . 
N i k k i repor ted tha t she had thoughts o f k i l l i n g herself w h i l e d r a w i n g the 
picture in the classroom but d i d no t have t hem at tha t moment . Her p lan was 
to stab herself to death w i t h a k n i f e f r o m her k i tchen , as she had depicted i n 
the d r a w i n g . She was unclear when she m i g h t k i l l herself: " M a y b e I ' l l do i t 
after Shante's b i r thday pa r ty [next m o n t h ] . " A l t h o u g h suicidal ideat ion must 
be taken seriously, N i k k i ' s t ime f r ame (next month ) p rov ided an i m p o r t a n t 
w i n d o w of o p p o r t u n i t y fo r in te rvent ion . She denied homic ida l ideat ion and 
stated tha t she d i d no t hear voices or see things tha t were no t there. 
The assessment o f l e tha l i ty i n a f a m i l y requires the assessment of b o t h the 
parent and the ch i ld . R u d d , Joiner, and Rajab (2001) recommend evaluat ing 
the parent's ab i l i t y to f u l f i l l essential f unc t ions (e.g., p rovis ion o f resources, 
maintenance o f a safe and nonabusive home) and paren t ing f u n c t i o n s (e.g., 
l i m i t set t ing, healthy c o m m u n i c a t i o n , and positive role model ing) . The over-
all suicide risk w i l l go up or d o w n depending on h o w w e l l the parent can 
f u l f i l l essential and parent ing func t ions . Based on N i k k i ' s reports o f ideat ion 
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w i t h o u t p lan or intent , she was at l o w r isk f o r suicide. I n t e rv i ewing N i k k i ' s 
m o m , M r s . D , w o u l d provide i m p o r t a n t i n f o r m a t i o n about her abi l i ty to 
f u l f i l l her essential and parent ing func t ions . The le tha l i ty assessment w i t h 
M r s . D . is described i n Stage 2 i n order to re inforce the idea tha t " i t is c r i t i -
cal ly i m p o r t a n t to establish r appor t w h i l e assessing le tha l i ty and determin-
ing the prec ip i ta t ing events/situations" (Roberts & Ottens , 2005 , p . 331). 
Stage 2: Establishing Rapport and 
Communication 
Rappor t is a short way of saying tha t the prac t i t ioner and the client are 
comfor tab le w i t h each other (Kanel , 2013). Developing rappor t migh t have 
started d u r i n g Stage 1, as the client began to fee! safer i n his or her exter-
na l envi ronment . Rappor t b u i l d i n g continues t h roughou t the intervention 
process as the worke r develops a deeper unders tanding o f wha t w i l l best 
help the client to resolve the crisis. D u r i n g the i n i t i a l r appor t -bu i ld ing stage, 
the crisis w o r k e r assures the client tha t he or she made the r igh t decision 
by seeking help and tha t the crisis w o r k e r w i l l p rovide some assistance to 
the p rob lem. Kane l (2013, p . 60) identif ies five basic a t tending skills that 
are used i n developing r appor t i n crisis si tuations: a t tending behavior (eye 
contact , w a r m t h , body posture, voca l style, verbal f o l l o w i n g , and overall 
empathy); quest ioning (open- and closed-ended); paraphrasing (restatement, 
c l a r i f y i n g ) ; re f lec t ion o f feelings ( p a i n f u l , posi t ive, ambivalent , nonverbal); 
and summar iza t ion ( ty ing together the prec ip i ta t ing event, the subjective 
distress, and other cognit ive elements). These a t tending skills can be used 
t h roughou t the crisis in te rvent ion process. T h e f o l l o w i n g is the beginning of 
a 30-minute in te rv iew: 
Crisis Worker: 
M r s . D : 
Crisis Worker: 
M r s . D : 
Crisis Worker 
M r s . D: 
Crisis Worker 
M r s . D: 
Crisis Worker: 
M r s . D. , I ' m glad you could come to the school so 
quickly. 
( f rowning) U h , yeah. That's al l r ight . 
I t sounds like you are not surprised that you were called 
to the school. 
(angry) D o I look surprised? The office people don't 
even have to look up my phone number. I t is like I ' m on 
speed dial w i t h a prerecorded message that says, "We're 
af ra id N i k k i might hur t herself" 
W h a t usually happens once you get up here? 
Do you have kids? 
N o , I don't. 
Wel l , i f you d id , you wouldn ' t be asking fool ish 
questions. 
Sometimes we have to ask questions that seem foolish, 
M r s . D . W h a t usually happens when you get here? 
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M r s . D : The pr incipal gets al l up in my face about teaching her 
manners. 
Crisis Worker: A n d when you get home? 
M r s . D : (smiling) N o t h i n g . I t is a l l over by then. I ' m not going 
to let her behavior r u i n my day. 
Th i s br ief in terac t ion suggested tha t M r s . D . d i d no t believe tha t N i k k i ' s 
suicidal statements were legi t imate . Th i s react ion is c o m m o n among par-
ents whose ch i ldren have repeated or chronic suicidal ideat ion (Slovak & 
Singer, 2012) . The in te rv iew w i t h M r s . D . suggested a number o f things. 
First, r appor t b u i l d i n g w i l l be c ruc ia l i n engaging her i n t reatment . Second, 
as per R u d d , Joiner, and Rajab (2001), she was pa r t i a l l y f u l f i l l i n g essential 
funct ions o f p r o v i d i n g basic needs such as shelter and t r anspor t a t ion but no t 
parenting func t ions such as n u r t u r i n g and emot iona l va l ida t ion ; specifically, 
she had been aware o f N i k k i ' s suicidal ideat ion f o r a couple o f years bu t had 
never pursued t reatment . She repor ted tha t " l i m i t sett ing doesn't w o r k . " A t 
the end o f the in terv iew, the caseworker had doubts about M r s . D's ab i l i ty 
to keep N i k k i safe or to provide an envi ronment tha t was relatively free o f 
emotional tr iggers. I n any s i tua t ion where l e tha l i ty is an issue, consulta-
t ion w i t h a supervisor is advised. Because the mother 's evaluat ion raised the 
risk o f le thal i ty , the caseworker contacted his supervisor, w h o recommended 
that the f a m i l y come i n f o r an emergency evaluat ion w i t h the psychiatr is t . 
Mrs . D re luctant ly agreed to travel w i t h the caseworker back to the off ices . 
Stage 3: Identifying Major Problems 
N i k k i and her mother met the caseworker i n the C A P E team off ice to 
complete a more t h o r o u g h psychosocial assessment i n prepara t ion f o r the 
appointment w i t h the psychiatr is t . A useful technique i n f a m i l y assess-
ment is to speak w i t h each member separately and then together as a f a m -
ily (G. S. D i a m o n d , D i a m o n d , & Levy, 2013) . Th i s can be chal lenging f o r 
office-based providers whose agency policies p r o h i b i t at-risk y o u t h f r o m 
being alone i n the w a i t i n g r o o m (Singer & Greeno, 2013) , and i n this situa-
t ion another C A P E team worke r stayed w i t h N i k k i w h i l e the caseworker and 
Mrs . D ident i f ied the m a j o r problems i n their f a m i l y . M r s . D repor ted tha t 
she receives psychotherapy and medica t ion f o r b ipo la r disorder. A c c o r d i n g 
to her, N i k k i ' s rage and anger were the biggest p rob lem. As a result of her 
ongoing t an t rums , the i r l a n d l o r d had served them an ev ic t ion notice before 
they l e f t f o r school today. 
M r s . D : Right in f r o n t of N i k k i he says that she has 30 days 
to stop breaking things and disturbing the neighbors 
or else she's going to have to find a new place to sleep. 
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I was so angry w i t h her. 1 to ld her she'd better get her 
act together and not get us Icicked out. 
Crisis Worlcer: I t sounds hke both you and the landlord were angry 
w i t h N i k k i . W h e n you said that she'd better get her act 
together, d id you let her k n o w what exactly you meant 
by that and what her consequences w o u l d be i f she 
didn't? 
M r s . D : (suspiciously) We l l , you know, she knows that I just 
mean not to be so loud and bothering the neighbors. 
I don't really give consequences. 
T h i r t y minutes i n t o the in te rv iew, i t was clear tha t M r s . D . was angry 
at N i k k i and fe l t t ha t her daughter 's behavior p u t an undue burden on her. 
N i k k i , f o r her pa r t , in te rna l ized her mother 's harsh and c r i t i ca l response. 
Y o u t h suic idal behavior can serve a var ie ty o f f u n c t i o n s w i t h i n a family . 
One f u n c t i o n is to express behaviora l ly w h a t cannot be communica ted ver-
bally. W h e n N i k k i was overwhe lmed by her mother 's anger, she acted out 
because i t was unsafe to t e l l her mother h o w she fe l t . Ano the r f u n c t i o n of 
a suicidal crisis is to force a parent w h o is emot iona l ly unstable to "get her 
act together" and care f o r the c h i l d . M o r e assessment and contact w i t h 
the f a m i l y was needed to determine i f either dynamic was at play. These 
dynamics are examples o f b id i r ec t i ona l f a m i l y inf luence. 
M r s . D also shared i n f o r m a t i o n about N i k k i ' s behavior at home, indicat-
i n g that N i k k i w o u l d go t h r o u g h rap id cycles o f feehng happy and being 
violent and ragefu l (like this m o r n i n g ) . M r s . D stated that she d i d no t t h ink 
N i k k i was b ipo la r because N i k k i ' s behavior was very d i f fe ren t f r o m her 
o w n experience o f b ipolar disorder. 
The caseworker met w i t h N i k k i and de termined tha t the precipitating 
event was the landlord 's s igning the ev ic t ion not ice. W h e n a precipitating 
event is so specific, i t is valuable to spend t ime i n Stage 4: dealing w i t h 
feelings and processing the thoughts and feelings tha t were triggered by 
the event. To cont inue i d e n t i f y i n g problems, the f a m i l y agreed to speak 
w i t h the psychiat r is t about N i k k i ' s anger and her suicidal ideation. The 
psychiatr is t reviewed the in take assessment and de termined tha t N i k k i met 
cr i ter ia f o r b ipo la r disorder. She d i d no t believe tha t N i k k i posed a threat to 
herself at tha t t ime and therefore d i d no t meet cr i ter ia f o r hospital ization. 
A safety p l an was w r i t t e n d o w n , and a copy was given to M r s . D . The fam-
i ly was ins t ruc ted to contact 911 i n case o f an i m m i n e n t threat to safety, 
or the 24 -hour ho t l ine i f N i k k i fel t su ic idal . The caseworker agreed to call 
the f a m i l y tha t n i g h t to check i n . The psychiat r is t prescribed a m o o d sta-
bi l izer and twice -week ly therapy w i t h a C A P E team caseworker. Because 
M r s . D takes the bus to w o r k , the caseworker agreed to meet after school 
at the i r house. 
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Stage 4 : Dealing Wi th Feelings and 
Providing Support 
The p lan was to discuss N i k k i ' s suicidal ideat ion, explore feelings, and p ro -
vide psychoeducation about b ipolar disorder. Regular assessment o f suicidal 
ideation is v i t a l d u r i n g a suicidal crisis. The caseworker is advised to ask the 
basic questions at every session, such as: "Have you had thoughts o f k i l l i n g 
yourself today? I f so, h o w and when? H o w i m p o r t a n t is i t tha t y o u succeed?" 
Proper documenta t ion o f this rout ine assessment w i l l provide excellent con-
t inui ty o f care w h e n the case is t ransferred , and i t w i l l reduce the r isk o f a 
lawsuit i n the event o f a completed suicide (see Bongar & Sul l ivan, 2013) . 
There is a simple yet elegant t oo l f o r helping indiv iduals and famil ies 
better i den t i fy emotions. The " H o w A r e You Feeling Today?" char t i l lus -
trates dozens o f c o m m o n emotions. A lamina ted version can be used f o r 
circling emotions w i t h a dry-erase marker and f o r p lay ing checkers. I n a 
game of "Feelings" checkers, checkers are placed o n images o f faces tha t 
represent specific feelings. As players move their checkers to a new feel ing, 
they (a) i d e n t i f y the emot ion , (b) t a l k about a t ime when they had tha t emo-
tion, or (c) discuss a s i tua t ion i n w h i c h they t h i n k they m i g h t have tha t emo-
tion. W i t h ch i ld ren o f N i k k i ' s age, a popu la r va r i a t i on of the game requires 
players to imi ta te the feel ing face they l and on . 
D u r i n g school visits, N i k k i and the caseworker discussed b ipolar disorder 
and explored emotions. For the first 2 weeks o f services, however, M r s . D 
refused to a l l o w the caseworker to come in to the house f o r the prearranged 
appointments. She also declined the caseworker's o f f e r to meet at the school. 
By the end o f the 2 n d week, there was no ind ica t ion tha t either M r s . D 
or N i k k i was t a k i n g her medica t ion . M r s . D refused to sign a release o f 
in fo rmat ion so that N i k k i ' s caseworker cou ld coordinate services w i t h M r s . 
D's caseworker. I n a more t r ad i t i ona l therapy mode l , i t is s tandard practice 
to ul t imately refuse to provide services i f the cl ient is legally preventing the 
therapist f r o m adequately do ing his or her job . Services to crisis clients pre-
clude the op t ion o f re fus ing services. 
Stage 5: Exploring Possible Alternatives 
During a typ ica l Stage 5, clients explore alternative solutions to the p rob -
lem. Because M r s . D was re fus ing to part ic ipate i n services, the caseworker 
decided to explore possible solutions f o r engaging the f a m i l y . There is one 
reframe that , on occasion, has been successful i n developing a therapeutic 
alhance w i t h nonpar t i c ipa t ing parents. The f o l l o w i n g dialogue illustrates 
the concept o f "I t 's no t y o u , it's them": 
Crisis Worker: I ' m wondering i f you've noticed a change in N i k k i ' s 
behavior. 
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M r s . D : I wish , but no. 
Crisis Worl<er: I've been t h i n k i n g about this a lot . M y job is to help 
you t w o develop some new coping skills, and I 'm fai l ing 
you. As far as I can te l l , things are as bad now as they 
were when I f i rs t met you. 
M r s . D : (skeptical) M m m h m m . 
Crisis Worker: Tell me i f this is true: Your parenting style wou ld work 
really wel l w i t h a different k i d . 
M r s . D : M y 10-year-old nephew listens to me; I don't see why 
she don't. 
Crisis Worker: Exactly. So here's my thought. Your parenting is not the 
problem. The problem is that N i k k i ' s behavior requires 
a different approach to parenting. 
M r s . D : Wel l , ain't that the t r u th . 
Crisis Worker: I ' m wondering i f you can remember a t ime when you 
d id something different that made a difference in the 
way you got along? 
M r s . D : One night I was so t i red , instead of yel l in ' at her to 
sit down, 1 just let her r u n around the apartment. We 
didn ' t fight once that night. 
There are a number of components tha t make this a successful inter-
vent ion. The first is the caseworker's t a k i n g responsibi l i ty f o r the family 's 
problems. I t is as i f he is t empora r i l y h o l d i n g a heavy bag tha t the f a m i l y has 
lugged a round f o r years. The second component is ex te rna l iz ing the prob-
lem: "It 's no t y o u , it's them." The t h i r d component is the use of the excep-
t i o n question. Th i s helped M r s . D to step back in to the role of successful 
mother , even i f f o r bu t a minu te . 
A f t e r this dialogue, M r s . D opened her door to t reatment again. N i k k i 
started t a k i n g her meds regularly, and the caseworker brought over the 
"Feelings" checkerboard. The school repor ted that N i k k i ' s behavior became 
more stable in the classroom. Due to the f ami ly ' s progress, the caseworker 
discussed t rans fe r r ing t hem to FPP f o r home-based services. 
Four weeks af ter the i n i t i a l ca l l , the weekend on-ca l l w o r k e r was paged to 
M r s . D's house. N i k k i had cut herself w i t h a d u l l k n i f e . She was transported 
to the emergency r o o m and later was released w i t h the recommendat ion that 
she "get some sleep." A f t e r consul t ing w i t h the agency's on-ca l l psychiatrist, 
the recommendat ion was made tha t she r emain i n the ci ty, but that she live 
t empora r i ly w i t h her grandmother , w i t h w h o m she has a close and loving 
relat ionship. 
The caseworker implemented Stages 1 and 2 again. I n Stage 3, he and 
N i k k i explored the precip i ta t ing event f o r the recent suicide attempt. 
A c c o r d i n g to N i k k i , on the day she t r i ed to k i l l herself, she had seen the 
l and lo rd pu t a piece o f paper under her mother 's door. She assumed i t was 
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the evic t ion notice they had been threatened w i t h 4 weeks earlier. I t is very 
impor tan t to be aware o f anniversary or tr igger dates. The caseworker 
missed i t , but N i k k i remembered. 
Because N i k k i was t empora r i l y l i v i n g w i t h her grandmother , the case-
worker had an o p p o r t u n i t y to gather new i n f o r m a t i o n about the f a m i l y , 
including c o n f i r m a t i o n o f M r s . D's d r u g add ic t ion and h is tory o f p ros t i t u -
tion. W i t h the new i n f o r m a t i o n , the caseworker inv i t ed M r s . D to j o i n the 
discussion about f a m i l y problems, possible solutions, and the f o r m u l a t i o n 
of a new act ion p lan . 
Stage 6: Formulating an Action Plan 
The act ion p l an f o r the f a m i l y af ter the second round of the seven-stage 
model included the f o l l o w i n g : 
1. Weekly house meetings to discuss fami ly issues and watch a movie 
together 
2. Taking medication regularly as directed 
3. Regular appointments for M r s . D w i t h her psychiatrist 
4. Regular attendance at Narcotics Anonymous meetings 
5. Transit ion to the Family Preservation Program 
Stage 7: Follow-Up 
The t r ad i t iona l t e rm f o r the end o f services w i t h a client is termination 
(Hepwor th , Rooney, Rooney, & S t r o m - G o t t f r i e d , 2013) . Because o f the 
brief but intense nature o f crisis in te rvent ion , w h i c h a lmost always results 
in the client's m o v i n g on to another service, the t e rm transition is a better fit 
(Singer, 2005) . A t the end of the 2 n d m o n t h , the caseworker met the f a m i l y 
and their new FPP therapist f o r a t r ans i t ion session. T h e f a m i l y discussed 
what they had learned d u r i n g the course o f the services. The caseworker 
shared his impressions o f the f ami ly ' s strengths. N i k k i had made no suicidal 
statements since the second crisis, and she was no longer considered a r isk to 
herself or others. The f a m i l y was t o l d tha t they could always contact crisis 
services i n the f u t u r e i f they needed to . The complexit ies o f this case were 
easier to navigate t h r o u g h the appl ica t ion o f Roberts's f r a m e w o r k . 
CASE STUDY 2:ROLANDO 
Another type o f crisis encountered by mobi le crisis responders is the psy-
chotic or homic ida l cl ient . The f o l l o w i n g case study presents the use o f 
R-SSCIM w i t h a 16-year-old L a t i n o male, diagnosed w i t h schizophrenia, 
who is in a h o m i c i d a l crisis. Th i s case study illustrates phone-based tr iage. 
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services in the home and hospi ta l , and the use o f pharmacotherapy and f am-
i l y therapy i n the resolut ion o f the crisis. The use o f Spanish words through-
out the case study emphasizes the impor tance o f l inguis t ic competency and 
cu l tu ra l ly relevant services. 
Stage 1: Assessing Lethality 
Assessment o f h a r m to self was i l lus t ra ted i n the f i r s t case example. The 
second area o f le thal i ty , addressed i n this case example, is the assessment 
of h a r m to others: W h a t is the l i k e l i h o o d tha t the client w i l l h u r t someone 
( inc luding the crisis worker)? Whereas the suicidal client m i g h t t u r n on h i m -
or herself to deal w i t h ove rwhe lming h u r t , anger, fear, and f ru s t r a t i on , the 
homic ida l client turns on others. As w i t h the suicide assessment, the crisis 
w o r k e r should assess f o r ideat ion, in tent , and p l an to h a r m others. Except 
f o r the rare occasion when the client clearly verbalizes homic ida l ideation, 
the crisis w o r k e r needs to do an expl ic i t l e tha l i ty assessment. Some areas to 
assess include the f o l l o w i n g : 
1. Does the person have a history of violence against others? ( I f law 
enforcement knows the person by name, there is a good chance that 
there is a history of violence.) 
2 . Is the person tak ing responsibility for his or her actions, or is he or she 
blaming others for the current situation? 
3. Is he or she ta lk ing about "getting back" at someone for what has 
happened? 
4. Are there lethal weapons in the immediate area? The crisis worker 
should check the surroundings for weapons (knives or guns) or pos-
sible weapons (heavy ashtrays, broken bottles, scraps of wood). 
Once the crisis worke r has enough i n f o r m a t i o n to assess the client's response, 
he or she needs to ask specific questions about whether or no t the client has 
thoughts of , an in ten t ion of, or a p l a n f o r h a r m i n g others. 
A c c o r d i n g to Roberts (2005) , most i n i t i a l contact i n a crisis happens over 
the phone. As a crisis worker , the author f o u n d a number o f specific benefits 
to p r o v i d i n g crisis in tervent ion over the phone: 
1. Reading f r o m a risk assessment checklist w i thou t fear of breaking eye 
contact 
2 . Being able to wri te notes dur ing the assessment 
3. Communicat ing w i t h other crisis team members dur ing the phone call 
4. Coordinat ing services w i t h other agencies, such as supervisors, psy-
chiatrists, and law enforcement. 
The assessment o f l e tha l i ty is urgent i n Rolando's s i tuat ion. Lupe's stated 
reason f o r contac t ing the C A P E team was tha t she was f e a r f u l tha t Rolando 
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w o u l d h a r m his brother. H i s medical records indicate a h i s to ry o f violence. 
For m a x i m u m safety of everyone involved (crisis workers included), we 
continued our in te rvent ion over the phone. I n the f o l l o w i n g dia logue, K i m 
uses strengths-based language, open- and closed-ended questions to gather 
descriptions and specific i n f o r m a t i o n , and ref lec t ion o f feel ing to m a i n t a i n 
rapport . 
Crisis Worker: Lupe, what are you doing to keep yourself safe 
right now? 
Lupe: (voice trembling) I took the phone into the bathroom. 
Crisis Worker: I ' m glad you're safe. Where are Rolando and his brother 
r ight now? 
Lupe: Yel l in ' at each other in the other room. 
Crisis Worker: Does Rolando have access to any knives or other 
weapons? 
Lupe: The knives have been locked up since the last t ime. 
I don't t h i n k there is anything else in the house. 
Crisis Worker: I ' m glad to hear that. You take your family 's safety seri-
ously. Wha t started al l of this? 
Lupe: I don't know. I t h ink Hector was teasing Rolando. I ' m 
kinda worr ied ; Rolando's been acting real f u n n y today, 
though. 
Crisis Worker: You're worr ied about the way Rolando has been acting. 
Has he been t ak ing his medication? Can you check his 
bottle? You're in the bathroom, right? 
Lupe: Ay no! K i m , i t looks like he hasn't taken his meds in at 
least a week. iQue vamos a hacer [Wha t are we going 
to do]? I ' m af ra id to leave the bathroom. 
Crisis Worker: No te preocupas [Don ' t w o r r y ] . 1 hear the fear in your 
voice. You've been doing great so far tonight. I see no 
reason w h y that w i l l change. 
One of the challenges o f crisis in te rvent ion is tha t , at any given t ime , the 
intervention can go i n a number o f di rect ions . W i t h o u t Roberts's f r a m e w o r k 
to r emind us tha t we have no t finished our assessment o f le thal i ty , we m i g h t 
focus on Lupe's escalating anx ie ty and proceed w i t h exp lo r ing emotions and 
provid ing suppor t (Stage 4) . Rather t h a n ignore Lupe's experience, we use 
it to f u r t h e r our assessment o f le thal i ty . Lupe's statements provide us w i t h 
valuable data about her o w n assessment o f safety and her parenta l author-
i ty i n the s i tuat ion. As noted earlier, crisis workers should assess b o t h the 
youth's level o f r i sk and the parent's capacity and ab i l i ty to protect (Rudd , 
Joiner, & Rajab, 2001) . 
Myer ' s (2001) tr iage assessment mode l assists in assessing Lupe's capacity 
to f u n c t i o n . L o w e r scores o n af fec t , behavior, and cogn i t i on suggest higher 
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f u n c t i o n i n g . W h e n the crisis w o r k e r assessed Lupe, her p r i m a r y emotion 
was anx ie ty or fear, based on her use o f the w o r d fear. Given the potent ial 
f o r violence i n the s i tua t ion , her a f fec t is appropriate to the s i tuat ion, w i t h a 
br ief escalation o f emotions. O n the affect ive severity scale, she rates a 3 out 
o f 10. H e r cognit ive d o m a i n is f u t u r e or iented and focused on safety: " W h a t 
are we going t o do?" She believes something terr ible w i l l happen because 
Rolando is not t a k i n g his medicat ions. She demonstrates some di f f icu l t ies 
w i t h p rob lem solving and m a k i n g decisions. H e r fears about the f u t u r e are 
no t w i t h o u t basis. O n the cogni t ive severity scale, she rates a 5 out o f 10. 
Behavioral ly she is i m m o b i l e : She is unable to leave the b a t h r o o m to address 
the s i tua t ion . H e r behavior is exacerbating the s i tua t ion; the longer she stays 
i n the b a t h r o o m , the more chance there is tha t violence cou ld occur. O n the 
behavioral severity scale, she rates an 8 ou t o f 10. Myer ' s model helps us to 
in terpre t the data. By i d e n t i f y i n g the most severely impa i red d o m a i n , we can 
p r io r i t i ze our intervent ions. Based on our assessment, we determine that 
Lupe cannot be considered a protective fac tor i n the current crisis. 
Rap id response is a h a l l m a r k o f crisis in te rvent ion . L ike K i m , crisis work-
ers need to be able to t h i n k on their feet. Recogniz ing Lupe's crisis state, 
K i m wr i tes a note to me: "Should we cal l the pol ice?" I w r i t e , "Ask Lupe i f 
she's comfor tab le w i t h the police coming . I f so, te l l her I 'd l ike to speak w i t h 
Rolando ." I n v o l v i n g Lupe i n the decision to ca l l the police addressed her 
cogni t ive doma in : we a f f i r m e d her au tho r i ty as a parent and provided her 
the o p p o r t u n i t y to make a decision. A s k i n g her to leave the b a t h r o o m and 
hand the phone to Ro lando addresses her i m m o b i l i t y . There are three pur-
poses i n t a l k i n g to Rolando . The first is to remove h i m f r o m the o f fend ing 
envi ronment (his brother and the l i v i n g room) . The second is to gather more 
i n f o r m a t i o n about his menta l state, to involve h i m i n the in tervent ion , and 
to determine i f he can contract f o r safety. T h i r d , i f Rolando is assessed to be 
a danger to others, he w i l l not be i n the l i v i n g r o o m w h e n the police arrive. 
I assessed Rolando's cur rent f u n c t i o n i n g and menta l status. H e con-
firmed tha t he had stopped t a k i n g his meds, had been sleeping poor ly , and 
had no appetite. He denied use o f a lcohol or other drugs. He reported that 
he had no thoughts o f k i l l i n g h imself and stated tha t he w o u l d only h u r t his 
brother, no t k i l l h i m . H e refused to contract f o r safety. The dialogue that 
f o l l o w s indicated tha t the s i tua t ion was no t safe, and i t was appropriate fo r 
K i m to ca l l the pol ice. 
Rolando: Hector won ' t stop t a lk ing about me. A l l the t ime, yo. 
He and his friends are always saying things about me 
behind my back. He needs to stop, dawg. 
Crisis Worker: H o w do you k n o w they are t a lk ing about you? 
Rolando: 1 know. What , you don't believe me? (laughs, then 
becomes angry) 1 know what you're t h ink ing . I know 
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what they're a l l t h ink ing . Even when they don't speak 
out loud, I hear them. 
Crisis Worker: I can understand how you'd be angry i f you thought 
your brother and his friends were ta lk ing about you. I f 
you're w i l l i n g , I ' m going to help you so that he doesn't 
t a lk about you anymore. Are we cool? 
Rolando presents w i t h delusions o f reference, t hough t broadcast ing, 
and paranoia , a l l clear indicat ions of psychosis. The extent to w h i c h his 
paranoia is based o n actual events or delusional t h i n k i n g is unclear; med i -
cal records note tha t Hec to r takes pleasure i n teasing Rolando f o r being 
"crazy." Rolando's presentat ion o f psychosis, his stated in ten t ion to h a r m 
his brother, and his p r io r h i s to ry o f violence when not t a k i n g medica t ion 
place h i m at a h i g h po ten t ia l f o r le thal i ty . Using the C o m m u n i t y In tegra t ion , 
Inc. In te rven t ion P r io r i t y Scale (Roberts , 2002) , we rate the ca l l a P r i o r i t y 
I because of the threat of i m m i n e n t violence. P r io r i t y I requires the mob i l i za -
t i on o f emergency services to stabilize the s i tua t ion . I w r i t e a note to K i m to 
page the on-cal l psychiatr is t f o r a consul ta t ion and ca l l the pol ice. The psy-
chiatrist con f i rms tha t ch i ld ren w i l l s tar t to decompensate af ter a week or 
t w o of being o f f their meds. The psychiatr is t recommends hospi ta l iza t ion to 
stabilize Ro lando o n his medicat ions , s tat ing tha t the last t ime he was hos-
pi tal ized, i t t o o k approximate ly a week f o r the antipsychotics to reduce b o t h 
negative and posit ive symptoms associated w i t h his psychosis. T h e police 
agree to meet us at the house. Police involvement was c ruc ia l f o r three rea-
sons: (a) Police involvement increases the safety f o r the f a m i l y and the crisis 
workers, (b) A t age 16, Rolando was o l d enough to sign h imse l f i n and out 
of t reatment i n the state of Texas. The on ly way to comply w i t h the psychia-
trist's recommendations was to have a police of f icer sign an emergency psy-
chiatric c o m m i t m e n t order. I f this crisis had occurred i n September 2003 , 
rather t h a n 1999, Rolando's mother w o u l d have been able to sign h i m in to 
the hospi tal because by tha t t ime the age o f consent had been raised to 18. 
(c) The police of f icer cou ld safely t ranspor t Rolando to the hospi ta l . 
Rolando stays o n the phone w i t h us as we travel to his house. W i t h the 
police present, he agrees to be t ranspor ted to the hospi ta l . The psychiatr is t 
on call admits h i m to the adolescent u n i t and starts h i m on his meds. A t 
Rolando's request and w i t h the permiss ion o f the hospi ta l , I agree to r e t u r n 
fo r visits. 
Stage 2: Establishing Rapport and 
Communication 
The second stage i n Roberts's seven-stage model is establishing rappor t and 
communica t ion . C A P E team workers had established r appor t w i t h Rolando 
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and his f a m i l y over the course of their involvement v^^ith the team 2 years 
earlier, a f ter Rolando's first hosp i ta l iza t ion . D u r i n g the first meet ing at the 
hospi tal since Ro lando has been stabil ized o n his meds, the f a m i l y shared 
w i t h the caseworkers some of the elements tha t fac i l i t a ted rappor t bui ld ing. 
The first t w o comments speak to the value o f language and the importance 
of c u h u r a l competence i n developing a w o r k i n g relat ionship (Clark , 2002; 
Fernandez et ak, 2004) : 
Rolando: M a n , you know what's cool? You [addressing the CAPE 
team caseworker] speak Spanish w i t h my mom. None 
of the staff at the hospital can do that. 
Lupe: Yeah, that's really nice. iSabes que [Do you k n o w 
what]? I also like that you have personalismo [a w a r m 
and fami l ia r way of relating to people]. 
Rolando: The best th ing , dawg, is that you don't m i n d 
when I ta lk about some of the crazy thoughts I have. 
I know my w o r l d ain't l ike yours, but you cool 
w i t h that. 
Crisis Worker: I appreciate you saying all of those things. What 's true 
is that one of your strengths as individuals and a family 
is that you have a great capacity to trust others. 
Rolando's reference to his " w o r l d " is a c o m m o n way f o r people w i t h 
psychotic disorders to i d e n t i f y the i r experience (Ro th & Fonagy, 2005). 
The caseworker's wi l l ingness to discuss Rolando's "crazy thoughts" is more 
i m p o r t a n t i n developing and m a i n t a i n i n g r appor t t h a n i t is i n providing 
relief f r o m his aud i to ry hal luc inat ions . 
The caseworker cont inued to provide co-therapy w i t h the hospital staff 
f o r another week, at w h i c h t ime Rolando was discharged back to the com-
mun i ty . H e was no longer su f f e r ing f r o m hal lucinat ions or delusions. His 
focus was improved , and he appeared more relaxed. Because his psychotic 
symptomology was managed, Rolando was able to address the psychody-
namic issues tha t preceded the crisis. 
Stages 3 and 4: Identifying Major Problems 
and Dealing With Feelings 
T h e higher the level o f f a m i l y c o n f l i c t , the more i m p o r t a n t i t is to deal 
w i t h feelings w h i l e i d e n t i f y i n g m a j o r p rob lems . T h e i d e n t i f i c a t i o n of the 
p rec ip i t a t i ng event can b r i n g up feelings as f a m i l y members t r y to blame 
each other f o r the crisis . T h e crisis w o r k e r can use strengths-based tech-
niques to n o r m a l i z e feelings and reconceptual ize i n d i v i d u a l blame as 
g r o u p respons ib i l i ty . 
Child and Adolescent Psychiatric Emergencies 327 
The f o l l o w i n g dialogue illustrates the use o f strengths-based language as 
the crisis w o r k e r facil i tates a conversation among the three f a m i l y members: 
Crisis Worker: W h o w o u l d l ike to share their thoughts as to what 
kicked o f f this last round of stress? 
Lupe: I f Rolando w o u l d just take his medicine, this wouldn ' t 
keep happening. 
Rolando: M o m , you say i t l ike this was al l my fault . Wha t about 
Hector? 
Hector: W h a t about me? I didn' t do anything. 
Crisis Worker: One of the amazing things about families is that everyone 
can be in the same room, see and hear the same things, 
and have completely different memories of i t . None of 
them are wrong, they are just different. Rather than talk 
about what happened before Lupe called the office last 
week, perhaps we can talk about what the fami ly has 
been doing to keep things going weU these past 7 months. 
H o f f , Hal l i sey, and H o f f (2009) caut ion crisis workers to avoid iden t i fy -
ing one f a m i l y member as the p rob lem. She recommends i d e n t i f y i n g the 
entire f a m i l y as the client. I n this case, the client is no longer Ro lando , and 
the problem is no longer Rolando's schizophrenia. I t is n o w a systemic issue 
wi th the whole f a m i l y . Th i s does not mean tha t Rolando's c o n t r i b u t i o n to 
the f a m i l y crisis should not be ignored. Indeed, Rolando's psychotic episode 
(which is synonymous w i t h an acute crisis state), l ike ly precipi tated the f a m -
ily crisis ( H o f f , Hal l i sey, & H o f f , 2009) . The discussion o f m a j o r problems 
allowed each member o f the f a m i l y to take responsibi l i ty f o r his or her role 
in the crisis. T h e caseworker's responsibi l i ty was to ensure tha t people fe l t 
safe. A safe envi ronment is an env i ronment where f a m i l y members a c k n o w l -
edge each other's share, take responsibihty i n f r o n t o f others, praise each 
other, and agree to w o r k t o w a r d solutions. 
M e d i a t i n g c o n f l i c t is i m p o r t a n t i n m a i n t a i n i n g a safe envi ronment . W h e n 
work ing w i t h people w i t h a diagnosis o f schizophrenia, m a i n t a i n i n g a c a l m 
and emot iona l ly safe envi ronment is c ruc ia l . People w i t h schizophrenia 
often have deficits i n the i r ab i l i t y to understand and manage their o w n and 
others' emotions (Eack, 2012) . Some treatments, such as cogni t ive enhance-
ment therapy (Eack, H o g a r t y , Greenwald , H o g a r t y , & Keshavan, 2007 ) , 
explicit ly address these deficits , and others, such as a r t therapy, create 
low-s t imula t ion environments and encourage nonverbal expressions. Fami ly 
art therapy is an expressive therapy that is w e l l suited f o r fami l ies w i t h a 
youth w h o has schizophrenia ( K w i a t k o w s k a , 2001) . The components o f a r t 
therapy (focused kinesthetic w o r k expressing ideas) address the t reatment 
goals of schizophrenia: developing social skil ls to reduce f a m i l y c o n f l i c t and 
mcreasing client pa r t i c ipa t ion i n f a m i l y activit ies. For a person w i t h schizo-
phrenia, creative or representational d r a w i n g can be a n o r m a l i z i n g act ivi ty . 
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The caseworker asked f a m i l y members to d r a w a p ic ture o f (a) the fami ly , 
(b) h o w they are feel ing r igh t now, (c) h o w they were feel ing the n igh t of the 
crisis, and (d) h o w they w o u l d l ike to feel . The caseworker set up ground 
rules f o r discussing the act iv i ty . A c c o r d i n g to Lupe , this was the first t ime 
i n months tha t the f a m i l y had laughed together; d r a w i n g is one of the few 
activities where c r i t i c i sm is seen as laughable (e.g., "Dude , you cal l that a 
sun? I t looks M o m ' s barbacoa"). W h i l e Ro lando had a m u c h more d i f f i -
c u k t ime creating a recognizable p ic ture o f the f a m i l y , his drawings o f feel-
ings were remarkable. H i s brother and mother had d i f f i c u l t y representing 
abstract concepts as w e l l as he d i d . Rolando's pr ide i n his accomplishments 
was a steppingstone to increased self-confidence. 
Stage 5: Exploring Possible Alternatives 
The f a m i l y ident i f ied one prec ip i ta t ing fac tor and three m a i n problems that 
they w o u l d l ike to w o r k on . The prec ip i ta t ing fac tor was Rolando's yell ing 
at his m o m to say tha t Hec to r had h idden his medica t ion . W h e n the f am-
i ly processed the prec ip i ta t ing fac tor , they were able to see the pa r t that 
each played i n the crisis. As an alternative to b l aming , a rgu ing , and esca-
la t ing emotions, the f a m i l y stated they w o u l d l ike to improve relationships 
between f a m i l y members, reduce c o n f l i c t between the brothers, and reduce 
the s t imu la t ion i n the house. Korke i l a et a l . (2004) repor t a posit ive correla-
t i o n between o p t i m i s m i n adu l thood and reports o f positive parent-child 
relationships. T h e c l in ica l impor tance o f w o r k i n g w i t h fami l ies to develop 
positive parent -chi ld relationships cannot be overemphasized. The develop-
ment of o p t i m i s m begins w i t h a s t rong parent -chi ld relat ionship. I n addi-
t i o n to the f ami ly ' s suggestions, the caseworker recommended a f o u r t h goal. 
A l t h o u g h this is no t t yp i ca l i n t r a d i t i o n a l outpat ient therapy, t a k i n g an 
active approach is appropriate i n crisis in te rvent ion . The goal was to e l imi-
nate threats to f a m i l y members. T h e caseworker expla ined tha t there could 
be no progress on the other goals u n t i l the f a m i l y believed tha t they w o u l d 
a l l be safe. The f a m i l y agreed to the goals. 
The caseworker met w i t h Rolando ind iv idua l ly . The purpose was not to 
single h i m out as a p roblem but to provide extra support given that he was 
t rans i t ion ing f r o m a most restrictive to a least restrictive environment . He 
discussed his f r u s t r a t i o n at having no close fr iends. Rather t h a n having a 
long discussion about the issue, w h i c h can be challenging f o r people who 
have d i f f i c u l t y processing i n f o r m a t i o n , the caseworker helped Rolando draw 
a sociogram. The sociogram is a genogram ( M c G o l d r i c k , Gerson, & Petry, 
2008) tha t represents a person's social rather t h a n f a m i l i a l w o r l d . Th rough 
this exercise, Rolando was able to i d e n t i f y f r iends w i t h w h o m he cou ld spend 
more t ime. Addressing social concerns is s ignif icant f o r people w i t h schizo-
phrenia. Y o u t h w i t h serious menta l illness o f t e n need concentrated efforts to 
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help them part icipate i n social activides tha t are crucia l f o r their psychosocial 
development. 
Stage 6: Formulating an Action Plan 
One challenge to crisis w o r k w i t h famil ies is the p rogrammat i c l i m i t a t i o n 
of 30 days per f a m i l y . One of the goals o f this f a m i l y was to strengthen 
relationships. The caseworker recognized tha t to support tha t goal , the f a m -
ily w o u l d benefit most f r o m longer- term services. The so lu t ion came i n the 
f o r m of a referra l to the FPP. S imi la r to the crisis u n k , FPP is mobi le and 
provides services i n people's homes. The difference is tha t the FPP services 
are somewhat less intensive ( twice a week instead of dai ly) , but they are 
more long t e rm. FPP provided i n d i v i d u a l and f a m i l y therapy to address the 
ongoing concerns o f the f a m i l y . 
Solution-focused therapy is w e l l suited f o r Stage 6. One o f the classic 
solution-focused techniques f o r set t ing goals is the miracle quest ion (Berg & 
MiUer, 1992): 
Suppose that after our meeting today y o u . . . go to bed. W h i l e you are 
sleeping a miracle happens and your problem is solved, like magic. The 
problem is gone. Because you were sleeping, you don't k n o w that a miracle 
happened, but when you wake up tomor row morning , you w i l l be d i f fe r -
ent. H o w w d l you k n o w a miracle has happened? Wha t w i l l be the first 
small sign that tells you that a miracle has happened and that the problem 
is resolved? (p. 359) 
The responses were as f o l l o w s : 
Lupe: I wouldn ' t have to yell , "Mijo, get out of bed. You're 
Rolando 
Crisis Worker 
Rolando 
Hector 
going to be late to school." 
Hector and I wouldn ' t yell at each other. 
Instead of yell ing, what do imagine doing differently? 
I don't know. Say nothing? 
Rolando w o u l d be nice to me like he used to be. 
The miracle quest ion proves the crisis w o r k e r w i t h some concrete behav-
ioral indicators o f w h a t m i g h t be d i f f e r e n t w h e n the cur ren t p rob l em is no 
longer a p rob lem. T h i s idea w o u l d be incorpora ted in to longer t e r m treat-
ment, rather t h a n crisis i n t e rven t ion . The final step i n the ac t ion p l a n was to 
have Lupe j o i n the loca l chapter o f the N a t i o n a l A l l i ance on M e n t a l Illness 
( N A M I ) , an o rgan iza t ion tha t provides social suppor t and has an educa-
tional f u n c t i o n tha t can reduce stress and increase knowledge o f disorders. 
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Stage 7: Follow-Up 
The final stage of Roberts's model is follow-up. The final two sessions were 
very important in bringing closure to the crisis. The penultimate session 
reviewed the progress made by the family. The following dialogue illustrates 
termination work wi th the family: 
Crisis Worker: What was one of the most important things you 
learned about yourself and the family as a result of this 
experience? 
Lupe: JVIy house is much more calm i f I am calm. I never knew 
how important I was. J know that sounds silly, but it 
is true. 
Rolando: I 'm the most important person in the family! Nah, just 
kidding, dawg. For real, my brother is a nice guy. 
Hector: When Rolando takes his meds and Mom goes to her 
meetings, 1 don't get so mad. I don't know why, but 
I just don't. 
Crisis Worker: It sounds like all of you have learned a great deal in the 
last 4 weeks. I have one more question for you: Let's 
say you met a family that was going through the same 
things as you were going through when you first started 
CAPE services. What advice would have for them? 
Rolando: I would tell them to take their meds. That's real 
important. 
Lupe: I would tell the mom to do whatever she could to have 
the family involved with crisis services. 
Hector: I'd tell them not to get in this situation in the first place, 
(everyone laughs) 
The family was successful at meeting their goals and the goals of the 
program. There were no incidents of violence for the duration of the ser-
vices. Lupe was able to build a new support network. Rolando stabilized 
on his meds and successfully increased his social circle. Hector demon-
strated improved functioning both at school and at home. When we met 
w i t h the FPP, the goal was to maintain Rolando in the community by 
engaging the family in communication skills training and cognitive behav-
ioral therapy. Hector's vision of Rolando being nice to him would form the 
basis of a goal the family could get on board wi th and work toward. The 
crisis that had been so powerful and vivid 4 weeks earlier was a foundation 
on which the family had built a new way of interacting and being together 
as a family. 
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CASE STUDY 3:BRANDON 
Stages 1 and 2: Assessing Lethality and 
Establishing Rapport 
The third area of lethality is the assessment of whether the client is in danger 
of being harmed by those around him or her. The crisis worker can think 
about the connection between Stages 1 and 2 in the following way: In Stage 
1, the crisis worker helps clients believe that their external world is safe (safe 
from harm to self or others or harm by others); in Stage 2, a feeling of safety 
is established between the crisis worker and the client. Once both exter-
nal safety and interpersonal safety have been established, the crisis worker 
and client can work through the remaining stages to re-establish the client's 
internal safety. As wi th all of Roberts's stages, the assessment of lethality 
should be revisited i f the crisis worker believes that the client's init ial reports 
have changed or were not accurate to begin wi th . 
Traveling to the shelter, the crisis worker wondered what threats to harm 
might be present wi th Brandon. The most recent statistics suggest that 
between 16% and 50% of homeless youth have attempted suicide (Votta & 
Manion, 2004; Walls & Bell, 2011). The mortality rate for street-involved 
youth is estimated at 921 per 100,000, which is approximately 20 times 
greater than the rate for youth in the general population (50 per 100,000; 
Murphy, X u , & Kochanek, 2013; Roy et ak, 2004). Rates of sexual and 
physical abuse range f r o m 35% to 45% (Votta &c Manion, 2004), and 
between 10% and 28% of street youth have reported exchanging sex for 
shelter, food, drugs, or other subsistence needs (survival sex; Walls & Bell, 
2011). Violence toward homeless youth is also greater than for nonhomeless 
youth (Kidd, 2003). Any psychosocial assessment of street-involved youth 
should cover these mentioned areas, and a referral for a f u l l medical evalu-
ation should be made (Elliott & Canadian Paediatric Society, Adolescent 
Health Committee, 2013). A simple way for crisis workers to assess basic 
information about history of abuse, survival sex, and so for th is to create 
a checklist that youth can fill out, giving them an opportunity to disclose 
information without having to talk about i t . The tone of the items on the 
checklist should be respectful and nonblaming. The following is an example 
of possible wording for the introduction to such a checklist: 
Youth who are no longer living at home sometimes find themselves think-
ing, feeling, or doing things they would never had thought, felt, or done 
before leaving home. Youth often report a history of abuse, current sub-
stance use, survival sex, suicidal and homicidal ideation, etc. 
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T h e n the young person comple t ing the checklist w o u l d have the o p t i o n to 
respond to questions o n a scale of 1 to 5, where 1 = none of the t ime and 
5 = nearly a l l o f the t ime . Examples o f questions include: "Have you ever 
exchanged sex f o r f o o d , c l o th ing , shelter, or drugs? Have you had thoughts 
of k i l l i n g yoursel f i n the past week?" The case worke r can review the check-
lis t and f o l l o w up w i t h any concern ing items. 
Assessing these sensitive topics is impossible w i t h o u t establishing rapport . 
However , because most runaway you th leave home because of a problem w i t h 
the adult caretaker, there is a bu i l t - i n dis trust of adults and authori ty . Lambie 
(2004) suggests tha t adolescents' dis trust o f aduks is o f t en expressed by dis-
plays o f defiance and hos t i l i t y w h e n first meeting counselors. A strengths 
perspective reframes their defiance as a protective factor: L i v i n g on the street 
requires a healthy skepticism. Rappor t bu i ld ing w i t h adolescents is s implif ied 
w h e n the crisis w o r k e r is f a m i l i a r w i t h adolescent cul ture (movies, music, 
stars, hobbies, etc.). H u m o r is s imi la r ly impor t an t . The crisis worker consid-
ered a l l o f these factors as he drove to the shelter. 
The f o l l o w i n g are some basic rules f o r w o r k i n g w i t h adolescents i n crisis 
and t r a d i t i o n a l counseling: 
1. Let them know you are wi l l ing to listen, without interruption, to their story. 
2 . Reflect and restate more than question. 
3. Empathize w i t h their situation. 
4. Provide them opportunit ies to take responsibility in the session and in 
their l i fe . 
5. Be honest when you th ink they are tel l ing you what they th ink you 
want to hear. (Peterson, 1995) 
I n this i n i t i a l meeting's dialogue, the crisis worke r is ca re fu l to let the 
client k n o w he is not going to be biased against h i m f o r being a teenager: 
Crisis Worker: Hey, Brandon, my name is Jonathan. I w o r k w k h kids 
who want to k i l l themselves, k i l l other people, or who 
are actively psychotic. A m I in the right place? (smile) 
Brandon: (not smiling) I d idn ' t ask you to come. 
Crisis Worker: Yeah, the shelter supervisor called and said you threat-
ened to run i f the police were called and that you didn't 
care i f you lived or died. 
Brandon: (visibly agkaced) M a n , I hate k when aduks ta lk for me! 
Crisis Worker: You and me both. Tell me i f this sounds about 
right: Aduks t h i n k they have to be i n charge, so they 
are always tel l ing teenagers how to live. People like me 
have to listen to adults t a lk about how kids don't act 
r ight , when the adults were the ones who told the kids 
how to act in the first place. 
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Brandon: (holding back a smile). 
Crisis Worker: I 'd much rather hear your side of the story. Since I ' m 
here, why don't you tell what's going on. 
I n this dialogue, the crisis w o r k e r anticipates and addresses objections 
before they arise. I n this skua t ion , the object ion w o u l d be " W h y should 
I t a lk to you? You're an adul t and you just don ' t understand." 
A f t e r using basic attentive skills and expla in ing conf ident ia l i ty , the crisis 
worker conducted a suicide assessment. Brandon expressed m o r b i d nonsui-
cidal ideation: " L i f e w o u l d be so much better i f I woke up dead." H e had 
no thoughts o f ending his o w n l i f e , even though he thought about death, 
and he had no intent and no p lan . H e d id have dozens o f o ld scars on his 
arms and legs. W h e n asked about them, he said tha t he used to cut i n order 
to deal w i t h his feelings o f anger and f ru s t r a t i on , but no t w i t h the inten-
tion o f ending his l i f e . Such se l f - in jury w i t h o u t suicidal intent , or nonsui-
cidal self-injury (NSSI), was rare 30 years ago, but today as many as 2 0 % of 
youth repor t having engaged in at least one episode o f NSSI (Mueh lenkamp, 
Claes, Havertape, & Plener, 2012) . Reasons fo r engaging i n NSSI include the 
desire to manage intolerable emotions, to relieve stress or pressure, to deal 
w k h f ru s t r a t i on or anger, and to feel something (Mueh lenkamp, Brausch, 
Quigley, & W h i t l o c k , 2013; Singer, 2012). O n l y a smal l percentage of you th 
who engage i n NSSI are also at r isk f o r suicidal ideat ion or attempts. Risk 
factors f o r suicidal behavior among you th w h o engage in NSSI include m u l -
tiple, repeated se l f - in jury over a per iod o f t ime , se l f - in jury to punish others, 
and moderate to h igh depression and substance use (Jenkins et ak, 2014; 
W h i t l o c k et ak, 2013). T h r o u g h the le tha l i ty assessment, the crisis worke r 
was learning tha t Brandon was not at risk f o r suicide and had a h is tory of , 
but not current , NSSI . 
The next pa r t o f the l e tha l i ty assessment was to assess the r isk o f Brandon 
harming someone else: 
Crisis Worker: Is there anyone you are planning on harming? 
Brandon: N o t here. 
Crisis Worker: Tell me more. 
Brandon explains tha t he w o u l d "do a n y t h i n g " to make his mom's boy-
f r iend suffer. H e reports tha t he l e f t C a l i f o r n i a because of ongoing abuse and 
humi l i a t i on at the hands o f his mother 's boy f r i end . Even though Brandon's 
reports suggested risk o f h a r m to others, the fac t tha t he was i n A u s t i n 
and the poten t ia l v i c t i m was i n C a l i f o r n i a meant tha t the r isk was low. 
I f Brandon stated tha t he had a p l an to r e tu rn to C a l i f o r n i a and h u r t the 
boyf r iend , then r isk w o u l d be inoderate to h i g h . I n most states, the case-
worker w o u l d have a du ty to w a r n the b o y f r i e n d o f the po ten t ia l f o r h a r m . 
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However , at t i ie t ime of the assessment B r a n d o n was considered at l o w risk 
f o r suicide and violence t o w a r d others. 
Stage 3: Identifying Major Problems 
The crisis w o r k e r is interested i n finding the prec ip i ta t ing event, or the straw 
tha t broke the camel's back. Stage 3 is a l l about exp lo r ing w h a t has happened 
i n the past couple o f days tha t precipi tated the current crisis. W i t h Brandon, 
i d e n t i f y i n g the prec ip i ta t ing event requi red a ca re fu l review o f recent events 
i n his l i f e . Because homeless y o u t h experience so many challenges to their 
basic f u n c t i o n i n g (physical and sexual abuse, survival sex, substance use, 
street violence, hunger, etc.), the crisis w o r k e r has to be ca re fu l no t to assume 
that one of those areas was the prec ip i ta t ing event. Brandon was reluctant to 
t a l k about the events leading up to his leaving C a l i f o r n i a . The crisis worker 
uses the " I don ' t k n o w " technique (G. M a d d o x , personal communica t ion , 
A p r i l 4 , 1997) to m a i n t a i n r appor t and encourage Brandon to share: 
Crisis Worker: W h a t happened that made you want to leave? 
Brandon: Dunno . 
Crisis Worker: Is it that you really don't know, or you just don't want 
to tell me? I f you don't know, I can help you figure it 
out. O n the other hand, i f you don't want to tell me, let 
me know. I respect you and wouldn ' t ask you to tell me 
anything you are not comfortable w i t h . I just ask that 
you respect me by being honest. 
Brandon: Okay. I don't want to tell you. 
Th i s dialogue makes i t clear tha t Brandon k n e w w h a t happened. I t was 
no t necessary tha t the case w o r k e r knew. We explored the severity of the 
event using negative scaling questions (Selekman, 2002) . Th i s var ia t ion of 
the solut ion-focused technique o f scaling questions is useful w h e n discuss-
i n g something hor r ib le . I n the author 's experience, teenagers respond well 
t o these questions. 
Crisis Worker: O n a scale f r o m - 1 to -10 , w i t h - 1 being bad to -10 
Brandon: 
Crisis Worker 
Brandon 
Crisis Worker 
being the worst ever, what w o u l d you rate the event? 
- 7 
Wow. W h a t w o u l d be a -10? 
I f he ki l ls my m o m . 
(lengthy silence, looking at Brandon) That w o u l d be a 
-10 , wouldn ' t it? 
Child and Adolescent Psychiatric Emergencies 335 
W h e n asked, Brandon said he d i d no t t h i n k his mother was i n danger, nor 
did he t h i n k her safety depended o n h i m being at home. For m a n y homeless 
youth , r e t u r n i n g to the i r home places them i n greater danger t h a n i f they 
remain on the street ( K i d d , 2003) . One example o f Brandon's resUience is 
his decision to leave a dangerous s i tua t ion . M a n y street kids can be seen as 
survivors w h o t o o k thei r f u t u r e i n t o their o w n hands. 
E x p l o r a t i o n o f the prec ip i ta t ing event led to a discussion o f current p rob -
lems. These p r i m a r i l y involved meet ing his basic needs: f o o d , shelter, and 
clothing. N o w that problems had been ident i f ied and r appor t was firmly 
established, we were i n a good pos i t ion to begin addressing feelings. 
Stage 4: Dealing With Feelings and 
Providing Support 
People i n crisis tend to experience things i n extremes: They feel too l i t t l e or 
too much ; they are overly focused on a single idea, or they are overwhelmed 
by a constant barrage o f ideas; they are incapable o f ac t ion , or they can-
not con t ro l the i r behaviors. Y o u t h i n crisis o f t e n feel either detached and 
numb or constant ly emot iona l ly overwhelmed. The simple acts o f label ing 
feelings and va l ida t ing the person's emot iona l state help the person feel less 
overwhelmed and more i n con t ro l , opening the door to problem-solv ing . 
Adolescents, especially those w i t h h igh ly c o n f l i c t u a l parent -chi ld re la t ion-
ships, are no t used to adults acknowledging and unders tanding their feel-
ings. D o i n g so improves r appor t and the adolescent's sense tha t he or she is 
w i t h a safe adult . 
Roberts's mode l does no t con ta in a stage f o r deal ing w i t h cognit ive and 
behavioral elements o f a crisis. Myer ' s (2001) triage assessment mode l is 
a useful f r a m e w o r k f o r assessing cogni t ive and behavioral domains . The 
fo l l owing dialogue provides ins ight in to h o w the caseworker assessed 
Brandon's af fect ive , behavioral , and cogni t ive f u n c t i o n i n g , and he val idated 
Brandon's experience: 
Crisis Worker: Brandon, I've been asking you a lo t of question fo r the 
past 2 hours. Here you are, i n a homeless shelter, thou-
sands of miles away f r o m your mother, and uncertain 
of your fu ture . H o w are you feeling? Are you happy, 
scared, angry, sad, or something in between? 
Brandon: (clenched fists, tight jaw, f u r r o w e d brow) I ' l l tell you 
how I feel. I feel l ike I can't go home anymore. M y mom 
is probably disowning me because her boyfr iend is con-
vincing her that I ' m no good. I don't have any friends. 
N o t that i t matters. I ' m outta here soon. 
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Brandon's nonverbal cues suggested tha t he was feel ing anger and f rus -
t r a t i on . The fac t tha t he f o l l o w e d the phrase " I feel l i k e . . . " w i t h cogni-
tive rather t h a n affect ive content (the belief tha t he can no longer go home, 
rather t h a n expressions o f sadness, anger, or f rus t ra t ion) suggested that 
either he lacked the words to express his emotions or that he was uncom-
for tab le being vulnerable i n f r o n t o f the crisis worke r . 
Crisis Worker: Brandon, I can total ly understand why the thought of 
your mom's boyfr iend tu rn ing her against you wou ld 
make you so angry. 
Brandon: (softer) D a m n right . 
T h e crisis w o r k e r suggests an emot ion (anger) and validates Brandon's 
rat ionale f o r his feelings. N o t e tha t the crisis worke r d id not say Brandon 
was r igh t . I t is possible tha t Brandon is completely w r o n g about his mother 
and her b o y f r i e n d . V a l i d a t i n g feelings s imply means acknowledging h o w the 
person feels and the reason the person m i g h t feel tha t way. 
Brandon's statement " I ' m out ta here soon" provided insight in to his behav-
iora l f u n c t i o n i n g . M y e r (2001) suggested that i n crisis situations behaviors 
can be thought of as either approach (i.e., a c t i on—f igh t or flight) or avoid-
ance (i.e., no action—freeze). Brandon's behavioral response to the current 
crisis is best described as approach: H e l e f t C a l i f o r n i a , he threatened to leave 
the shelter i f i t called the cops, and he just t o l d the crisis worker that he was 
"out ta here." The crisis w o r k e r needs to determine i f the approach behaviors 
w i l l in tens i fy the crisis or i f they w i l l help to resolve them. I f Brandon stated 
that he was t ravel ing back to C a l i f o r n i a to resolve issues w i t h his mother and 
her b o y f r i e n d , then those approach behaviors could be seen as crisis resolv-
ing . Leaving the shelter w i t h no safe destination and no plan f o r finding 
stable housing is an example o f crisis perpetuat ing approach behaviors. I n the 
problem-solving stage, the crisis worke r cou ld include an explora t ion of what 
m i g h t happen i f Brandon l e f t and wha t opdons exist f o r crisis resolut ion. 
Brandon's statements about loss p rovided a great deal o f i n f o r m a t i o n 
about his cogni t ive state. H e believes tha t he lost his home when he lef t 
(past). H e believes tha t he will lose his relat ionship w i t h his m o m (future). 
H e has no f r iends (present). T h e goal f o r the crisis w o r k e r w o u l d be to help 
Brandon t h i n k more expansively and less r i g i d l y about his present and 
f u t u r e . Basic cogni t ive therapy techniques w o u l d be effective here. 
I n the f o l l o w i n g dialogue, the caseworker validates and supports Brandon. 
I n do ing so, he opens the door to exp lo r ing possible alternatives (Roberts's 
Stage 5) : 
Crisis Worker: One of the things I ' m really impressed by, Brandon, is 
your approach to solving problems: You got yourself 
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Brandon: 
Crisis Worker: 
Brandon: 
Crisis Worker: 
Brandon: 
out of a bad situation in Ca l i fo rn ia . You found the shel-
ter in Aus t in . You agreed to talk w i t h me. A l l of those 
things are real strengths, 
(silent, eyes moving around nervously) 
(recognizing Brandon's discomfort w i t h praise, 
reframes the silence) I also appreciate you let t ing me say 
some of these things wi thou t interrupt ion. That's a sk i l l 
that not many people have. 
Thanks. 
I also know that you are concerned about having 
to leave the shelter. I have the same questions you 
do: Where w i l l I go? W i l l I be safe? H o w w i l l I survive? 
If you are w i l l i n g , I 'd be happy to ta lk about some pos-
sible solutions to these problems. 
Okay. 
Stage 5: Exploring Possible Alternatives 
Most adults k n o w h o w to problem-solve even i f they cannot name the steps. 
M a n y you th have no t yet learned these steps. People i n crisis have d i f f i -
culty remember ing and focus ing . I f o u n d tha t w r i t i n g the problem-so lv ing 
steps on a piece o f paper p rov ided a s t ruc tured ac t iv i ty d u r i n g the session 
and increased the l i k e l i h o o d tha t the steps w o u l d be f o l l o w e d . A d d i t i o n a l l y , 
using the solut ion-focused technique o f i d e n t i f y i n g past successes was very 
helpful d u r i n g the b r a in s to rming step. 
Crisis Worker: N o w that we have identified the problem as " I don't 
have a place to l ive," we brainstorm solutions. Tell 
me whatever comes to m i n d , as strange as they might 
sound, and we ' l l wr i te them down . When we're done, 
we ' l l go back and evaluate wh ich alternative w o u l d be 
the best solution. 
Brandon: You could give me a thousand dollars. M y mom could 
get r i d of her boyfr iend and come get me. The shelter 
could let me stay. I could hitchhike to the next t o w n 
and stay in their shelter un t i l they kick me out 
I can't t h i n k of any others. 
Crisis Worker: I ' m impressed w i t h how quickly you came up w i t h that 
list. You mentioned that you and your m o m were home-
less when you were a k i d . D i d you ever stay w i t h some-
one that was safe and protected you? 
Brandon: A couple of times M o m and 1 went and stayed at her 
cousin's house. 
Crisis Worker: Great! So another alternative is to contact your relatives 
and see i f you could stay w i t h them. 
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Brandon's behavioral coping style, approach, is reflected by his choice of 
possibilities. I f a client is sufficiently cognitively impaired, the crisis worker 
w i l l have to be more active in providing alternatives. Stage 5 can be an 
exciting and rewarding stage i f the previous stages have been adequately 
addressed. I f the crisis worker has diff iculty engaging the client in exploring 
alternatives, i t w i l l be necessary to either re-examine the problem or address 
affect, cognitions, or behaviors that get in the way of looking forward. In 
addition to housing, Brandon identified problems wi th his cell phone, feel-
ing disconnected f rom his friends at home, and dislike of the other kids in 
the shelter. During the action plan stage, we focused on his housing and 
cell phone. 
Stage 6: Formulating an Action Plan 
The creation of an action plan based on the alternatives generated in Stage 
5 is a two-part process. First, support the client to develop specific actions 
based on the alternatives. Second, ensure that the steps are realistic and 
measurable and have built-in support. The question "How w i l l you know 
when you have achieved your goal?" is useful in evaluating the action steps. 
The following is Brandon's action plan: 
1. Problem: I have nowhere to live. 
Solution: Call Aunt Emerson in North Carolina and ask if I can stay 
with her. 
Support: The caseworker wi l l text tonight to see if I have gotten in 
touch with my aunt. 
2. Problem: I don't know what is going on with my mom. I can't text her 
because my phone is out of juice. 
Solution: Charge the phone, text mom. 
Support: Shelter staff wi l l lend me a charger and agree to keep my 
phone in the office so that it can charge safely. 
3. Strength: I am good at solving my problems. 
Plan: When I get stuck, I wi l l sit down with a pen and paper and write 
out all the possible alternatives to my problem. 
Support: If I'm on the street, I ' l l call the National Runaway Safeline 
(1800runaway.org) or use their chat hue over my phone or at a com-
puter in the library (Singer, 2011). 
Stage 7: Follow-Up 
The last stage of Roberts's model is follow-up. In all clinical reladonships, 
closure is important. It is a time when the crisis worker can provide final 
feedback about progress and the client can provide feedback about what has 
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changed in his or her life. For many clients, closure is one of the few times 
when a close relationship has had a formal ending. The process of getting 
closure allows the client to look forward without regret or a sense of loss. 
The experience is just as valid a therapeutic tool as any implemented in the 
previous six stages. 
Brandon's text to the crisis worker said that the aunt was happy to have 
him come to Nor th Carolina. She bought a train ticket for h im online. The 
shelter staff agreed to let Brandon print out the dcket in their office. The next 
day the crisis worker met Brandon at the train station and gave him a phone 
charger that had been left at the office. The crisis worker bought Brandon 
an ice cream cone at McDonald's, and they talked Brandon's experiences 
in services and what his plan was for the next 24 hours. The crisis worker 
stated that he would check in wi th Brandon, and Brandon agreed that he 
would call or text the crisis worker when he arrived in Nor th Carolina or i f 
there were any issues after he arrived. 
S U M M A R Y AND C O N C L U S I O N 
The information presented in this chapter was intended to provide a practi-
cal view of pediatric mobile crisis intervention. The assessment techniques 
and interventions were based more in practice wisdom than empirical 
knowledge. This is in part because almost nothing has been written about 
outpadent crisis intervention for youth. As if to highlight this gap in the 
knowledge base, crisis intervention as a treatment modality was omitted in 
a recent comprehensive review of outpatient mental health services for youth 
(Garland et ak, 2013). 
The empirical literature is not the only place where information on cri-
sis intervention is missing. Graduate students routinely report having little 
or no training in working wi th people experiencing psychiatric emergen-
cies (Debski, Spadafore, Jacob, Poole, & Hixson, 2007; Singer & Slovak, 
2011). Even i f graduate education were available, i t is diff icul t to acquire 
the skills and knowledge necessary to be an effective crisis intervention 
worker without having field experience. I f you find yourself overwhelmed 
by the amount of information presented, I encourage you to take a deep 
breath. Part of learning how to deal wi th crises involves increasing your 
own coping skills as a professional (Singer & Dewane, 2010): Be yourself; 
stay current wi th the literature; seek supervision whenever possible; listen 
to episodes of the Social Work Podcast (www.socialworkpodcast.com); and 
allow yourself to take in the amazing g i f t of watching persons in crisis 
rediscover themselves. 
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